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BACTERIOPHAGY AND THE THEORY OF ULTRA- 
SCOPIC VIRUSES 


+ When Béchamp, Pasteur’s great rival, elucidated his theory of 
microzymes, he hit upon a view of things for which his own period 
was not ripe but which may make its fortune later, namely, the 
concept of an intermediate or transition stage between substance 
and form. He conceived of microzymes as discrete, particulate 
organized ferments, arising de novo in the tissues and capable of 
functioning as disease germs or of originating them. But inas- 
much as this bizarre notion of the origin of bacteria implies ad- 
herence to the old doctrine of spontaneous generation, Pasteur 
won out all along the line. Béchamp’s ideas were submerged in 
the ensuing general triumph of the bacterial theory of specific 
infections, and what was really significant in his line of thought 
was ignored or forgotten. As with the atom in physics, the mi- 
crobe or disease germ was supposed to be the smallest particle of 
living matter capable of functioning as an individualized organ- 
ism. With the bacterial theory of infection, there went the in- 
evitable doctrine of specificity, which was already implicit in the 
countless disease-demons of the Assyro-Babylonians, and which 
has never been more clearly stated than in the following pro- 
phetic sentences from a letter of Pierre Bretonneau’s, written as 
early as January 7, 1855: 

‘‘T repeat then once more: A special germ, proper to each contagion, 
gives rise to each contagious disease. Epidemic scourges are only en- 


gendered or disseminated by their reproductive germs. In all ages, every 
tongue has affirmed it.’’2 


1 Ethel D. Hume: Béchamp or Pasteur, Chicago, 1923. 
2. Triaire: Bretonneau et ses Correspondants, Paris, 1892, II, 593. 
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The development of the theory of infectious diseases by Koch, 
of preventive inoculation and serum therapy by Pasteur, Koch, 
Roux and von Behring, of serum-diagnosis, agglutination, pre- 
cipitins and other phases of serology, gave to the bacterial theory 
of disease a degree of certitude and surety comparable only 
with the Newtonian law of gravitation. At the beginning of the 
20th century, the conquest of communicable diseases seemed to 
hinge merely upon the discovery of a specific bacillus and the 
isolation of its toxins and antibodies. But when, in 1898, Fried- 
rich Loeffler, working on foot and mouth disease with Pau! 
Frosch, discovered an inoculable virus that passed through the 
finest filters, it beeame apparent that not all infection is as simple 
of comprehension as had been surmised. 


In rapid succession came the filterable viruses of the mosaic disease of 
tobacco (Beijerinck, 1898), of bovine pleuropneumonia (Nocard, 1899), of 
African horse-sickness (Macfadyen, 1900), of yellow fever (Reed and 
Carroll, 1901), of cattle plague (Nicolle, 1902), of avian diphtheria or 
epithelioma contagiosum (Marx and Stocker, 1902), of hog cholera (Dorset 
et al., 1905), of mollusecum contagiosum (Berg, 1905), of dengue (Ashburn 
and Craig, 1907), of trachoma (Bertarelli and Cecchetto, 1908), of pap- 
pataci fever (Doerr and Russ, 1908), of typhus fever (Nicolle, 1910) and 
tabardillo (Ricketts, 1911), of measles (Goldberger and Anderson, 1911) 
and of chicken sarcoma (Peyton Rous, 1911-12). Here, in a single decade, 
had arisen a large group of infections, allocated apparently to filter-passing 
organisms too minute for microscopic vision and some of them perhaps 
due to liquid or semifluid poisons, acting like alkaloids or ptomaines or 
serpent venoms. Meanwhile, such developments as ultramicroscopy, cytology, 
intracellular metabolism, and the electron theory, made it clear that the 
structure of the simple cell, or even of undifferentiated protoplasm, is like 
Rowland’s prevision of the components of the atom, ‘‘as complex as the in- 
terior of a piano.’’ In 1915, F. W. Twort, of the University of London, 
in attempting to cultivate glycerinated calf-vaccine on agar, found watery 
areas on the agar slopes over which growing micrococci became glassy 
and transparent. Smears from these glassy areas revealed granules stain- 
ing reddish with Giemsa. Plated colonies again became transparent from 
the edges toward the centre. Bits of these glassy colonies applied to cul- 
tures of other bacteria produced a like transparency, while dilute filtered 
bits would inhibit the growth of similar bacteria on agar. Twort’s natural 
inference was the invasion of an ultramicroscopic virus. In 1917-18, 
d’Herelle discovered a similar bacteriolysis in cultures of the Shiga bacillus, 
but with the difference that the culture was completely obliterated. He 
succeeded in dissolving dysentery cultures 935 times by applying traces 
of the successive filtrates to new cultures. His inference was a living virus, 
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the bacteriophage, capable of dissolving bacteria. That the phenomenon 
is something more than autolysis he was able to prove by the fact that the 
bacteriophage will produce complete lysis through indefinite series of new 
staphylococcus emulsions, while autolysis in sealed tubes by Jaumain’s 
method could not be carried beyond the initial experiment. Furthermore, 
an antibacteriophagic serum will inhibit bacteriophagy indefinitely but 
will not prevent autolysis, while the serum of an autolyzed emulsion has 
no sensible effect on either autolysis or bacteriophagy. D’Herelle infers 
that autolysis and bacteriophagy are essentially different. In spite of 
d’Herelle’s contention to the contrary, it is probable, however, that Twort’s 
phenomenon and bacteriophagy differ in degree only. That the bacterio- 
phage can multiply itself seems of the utmost probability. 


D’Herelle claims that the bacteriophage is a definite, living, 
self-reproducing corpuscle, to which, in 1918, he gave the name, 
Bacteriophagum intestinale. If it is a minute bacillus, then, in 
the light of Twort’s Scarborough Congress address (1923),° it 
may be an ultramicroscopic organism but it cannot be a true 
ultrascopie virus. 


Twort argues from the wide distribution of the ultrascopic viruses in 
nature (€. g., in diseases of plants or from the presumable réle of the bac- 
teriophage in immunity and the self-purification of rivers) that there must 


be an enormous number of wild or non-pathogenic species of filterable viruses 
which we shall never be able to lay hold of or cultivate; that they differ 
in this and in other respects from the bacteria, which are easy to grow. 
It is therefore unwise to regard them as ultramicroscopice bacteria. In- 
deed, whenever an ultrascopic virus is found to be a minute bacillus or 
parasite, it ceases to be regarded as a virus. In ;Twort’s view, the ultra- 
scopic viruses are transitional, evolutionary, filter-passing phases between 
the unorganized ferment and the bacillus, i. e., lower precellular forms 
which still exist and prey upon the higher forms. In the higher animals, 
the fertilized cell divides, not (as in the ame@ba) to form other indi- 
viduals, but to form, by specialization of its components, a larger indi- 
vidual. Yet recent cytology has shown the ameba or any other nucleated 
cell to be a highly organized structure, ‘‘complex as a piano,’’ and con- 
taining parts which reproduce themselves independently. Back of the 
simplest unicellular organism there must therefore be a long series of 
precellular ancestors, constituting the prehistory of the cell. Somewhere 
in this indefinite series, the ultrascopic viruses belong. We are in a 
strange, intangible world in which chemical substance is in the act of 
assuming physical form, shape and structure. The only indication of its 
existence to date is the pathogenic property of the body fluids containing 
the filtered virus of some particular disease. Twort virtually postulates a 
phase of precellular (pre-bacterial) existence in which the molecule of 


3F. W. Twort: Jour. State Med., London, 1923, XXXI, 351-366. 
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stereochemistry (say in an unorganized ferment) becomes a biological 
molecule, é. ¢., a discrete physical particle, combining with other particles 
to form a large mass of plasm. Analogues of this hypothetical process 
have already been discovered in the supposedly inert portion of the divid- 
ing cell or ovum, apart from the complex structural changes in the 
nucleus. The transparent starfish egg is an apparent emulsion consisting 
of a suspension of spheroids in a clear hyaloplasm, containing at the same 
time an even larger number of minute dispersed particles, decreasing in 
size to the limit of microscopic vision, a view of things which Wilson 
likens to ‘‘the telescopic picture of the sky.’’ From clustering and ag- 
gregation of these smaller bodies the larger spheroids are eventually formed, 
so that the alveolar structure of protoplasm is really ‘‘of secondary 
origin.’’ 

Filterable viruses may therefore be anything from a fluid, like 
serpent venom, to an emulsion, a discrete corpuscle of living 
matter or even some structural arrangement, like the polyhedral 
viruses of certain plant diseases. All that is known of them is 
the pronounced cellular reaction they produce, their general 
toughness or high degree of immunity, the toleration of the 
pathogenic varieties for concentrated glycerine, and the fact that 


they can be destroyed by drying and at comparatively low tem- 
peratures, in which traits they differ markedly from bacteria 
and the simpler enzymes. What seems a new line of attack upon 
this difficult problem has been recently opened up by Dr. S. P. 
Kramer in his remarkable experiments with bacterial filters in 
the Hygienic Laboratory of the Public Health Service.* 


In 1916, Dr. Kramer showed that filters made of siliceous material are 
permeable to acid aniline dyes, such as Congo red, but impermeable to basic 
dyes, such as Victoria blue. As the sand, porcelain and other filters used 
in bacteriology are all made of silica, it follows that what have hitherto 
been regarded as filterable microorganisms or colloids happen, in reality, 
to be filterable through silica filters, i. e., through a substance having a 
negative charge. He defines a filter as a suspension of the material of 
which the filter is composed in the fluid filtered, which is sound either as 
thermodynamics or electrodynamics. Thus a plaster-of-Paris filter was 
found to be permeable to Victoria blue and impermeable to Congo red, but 
if the latter be diluted and acidulated, it will be rendered filterable by 
reversing its electric charge. The bacteriophage of staphylococcus aureus 
was found to pass through a Berkefeld or silicon (acid or negative) filter 
but would not pass a gypsum (basic or positive) filter. The same thing is 
true of Vibrio percolans, vaccine virus and rabies virus. Filters of chem- 


4S. P. Kramer: Jour. Gen. Physiol., Balt., 1926, IX, 811. 
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ically pure CaSO, were, however, physically permeable to all dyes and 
viruses. The semipermeable character of the gypsum filter was found to be 
due to the alkaline CaCo, in commercial plaster of Paris. With these and 
other new filters, Dr. Kramer has made unique experiments on the patho- 
genic viruses and their chemical analogues, abrin and ricin, shortly to be 
published. 


These experiments indicate that a filterable virus may be, as 
Twort predicted, a transitional or precellular phase of living 
matter in which it still behaves as a chemical substance rather 
than as a physical or structural configuration. What is the sig- 
nificance of these findings from the viewpoint of thermodynamics 
or physical chemistry? 


The theory of osmosis in classical thermodynamics presupposes an ideal 
diaphragm or membrane between two different gases, liquids or semi- 
fluids (concentrated solutions), permeable to some components but not to 
others. In the sound view of Willard Gibbs, the conditions for osmotic 
equilibrium are that t’/=t” and u’=u”, where t’, t” are the temperatures 
and p’, w” the chemical potentials of the substances which can pass through 
the semipermeable membrane. By parity of reasoning, the conditions for 
osmosis are that either the temperatures of the two substances be unequal 
(if identical in composition) or that the chemical potentialities of the 
components which can pass the diaphragm shall be unequal. The chemical 
potential (u’ or wy”) was defined by Gibbs as the free (available) energy 
of the component at constant atmospheric pressure, by Clerk Maxwell as 
the intensity with which a given component substance tends to expel itself 
from the compound containing it, and by Sir Joseph Larmor as the mathe- 
matical equivalent of the surface energy (marginal available energy) of 
the given component per unit mass at constant temperature. It is identical 
with the ‘‘fugacity’’ or ‘‘eseaping tendency’’ of Lewis, %. ¢., ‘‘the tend- 
ency of every molecular species to escape from the phase in which it is,’’ 
and is thus the logical opposite (-u) of the Haftdruck (attraction pressure) 
of Traube,5 which represents the tendency of the component to stay put in 
the compound, i. e., the chemical affinity between component and compound, 
e. g., the chemical bond between solvent and solute in a solution. But 
where p’=p” then p’-p”=p’+(—p”) =O, whence the condition for 
osmotic equilibrium would be that chemical potentiality and chemical 
affinity (attraction pressure) remain in a state of balance. Traube 
maintains that the osmotic current is due to difference in surface tension 
between the two fluids on either side of the membrane. In Gibbs’s view, 
the current moves in the direction of dissipation or distribution of energy, 
i. e., from higher to lower chemical potentials. In Traube’s view, the fluid 
with the lower surface tension moves inevitably toward a surface or level 


For a fuller account of Traube’s work, see Science, N. Y., 1910, n. s., 
XXXI, 281-286 (author’s review). 
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of higher surface tension, in accordance with the theorem of Gibbs that 
‘*all substances lowering the surface tension of their solvent tend to collect 
at the surface of discontinuity.’’ Both views obviously amount to the same 
thing. In 1887, this sound view of the push and pull of chemical potency 
and chemical inertia (affinity) was obscured by the celebrated gas law 
of van’t Hoff (p v=r t), which, while true of diffusion (osmosis) of gases, 
was extended by him to liquids, since it was relatively true of dilute 
(decinormal) solutions. But as van’t Hoff attributed the osmotic current 
to the impact of dissolved molecules against the intervening semipermeable 
membrane, he confused the act of osmosis with the resulting hydrostatic 
(osmotic) pressure, the behavior of gases and dilute solutions with tlie 
behavior of more concentrated solutions, and the act of dilution with the 
act of solution. For nearly two decades, osmosis was treated as a physical 
rather than a chemical phenomenon, although Lord Kelvin had proclaimed 
at the start that van’t Hoff’s gas equation is not'a true Carnot cycle. 


The upshot of this long controversy in which Lord Kelvin, 
Fitzgerald, Lothar, Meyer, Armstrong, Mendelejeff, van Laar, 
Kahlenberg and Raoult were ranged against van’t Hoff, Arrhe- 
nius and Ostwald, was a new fact of salient importance, viz., that 
the semipermeable membrane usually exerts a selective chem- 
ical action upon the substances bathing it, or as Kahlenberg ex- 
pressed it, the motor power in osmosis is the specific chemical 
attraction between the liquids used and between these liquids and 
the septum employed.* But as this attraction depends upon the 
positive and negative ions in the liquids and the membrane, it is 
but a step from this generalization to the kind of experiments 
which Kramer has made with different filters. In 1910,’ Pro- 
fessor F. G. Donnan, of the University of London, stressed a par- 
ticular phase of Gibbs’ view of osmosis which Jacques Loeb be- 
lieved to be the key to the colloidal behavior of protein solutions, 
viz., that in which two solutions are separated by a membrane 
which is permeable to all ions except one, i.e., impermeable to one 
ion only. The validity of Donnan equilibria as criteria of col- 
loidal behavior or turns upon Loeb’s proof that ‘‘ proteins form 
true ionizable salts with acids and alkalies,’’ and thus obey the 
laws of classical chemistry. The fallacy to which Loeb exposed 
himself, in his reading of the Donnan equilibria, lay (as Arm 
strong has recently shown), in abandoning his earlier sound view 


6L. Kahlenberg: Jour. Phys. Chem., Ithaca, N. Y., 1906, X, 208. 

7F. G. Donnan: Ztschr. f. Elektrochem., 1911, XVII, 572. 

8 J. Loeb: Proteins and the Theory of Colloidal Behavior. 2. Ed., New 
York, 1924. 
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of ions as electrolytes or chemical particles attached to the neutral 
isoelectric point of a substance, for the Arrhenius view of ions as 
freely floating electric charges (virtual electrons) in solutions. 


If the membrane is impermeable to the negative ion R of a (protein) 
salt NaR, with a common salt solution on the other side of the membrane, 
then some of the NaCl will diffuse through the membrane and the resulting 
equilibrium will be, in Donnan’s view 

+--|[+- 

Na R Cl | Na Cl 
On the side of the non-diffusible protein NaR, the concentration of the 
positive sodium ions is the sum of these cations in combination with the 
anions R and Cl, yet these must balance with the sum of the + Na and — Cl 
ions on the other side. This is only possible when the sum of the + Na ions 
on the NaR side is greater than the sum of the + Na ions on the NaCl side 
and when the sum of the — Cl ions on the NaR side is less than that of the 
-Cl ions on the NaCl side. Expressed mathematically, the Donnan equi- 
libria require that the products of concentrations of diffusible cations and 
anions on one side be equal to the concentration product of the same pair 


Ca Ab 
of ions on the other side, i. e., =a were A and C denote the anions and 
a 
eations in the two fluids a and b. In Armstrong’s view of ‘‘that damned 
Donnan equilibrium’’ and indeed, in the earlier view of Loeb himself, the 
negative Cl in the above diagram cannot pass over to the NaR side except 
as NaCl, whence we should write 


+- + -| + - 
Na R Na Cl! Na Cl, 


which is what takes place in actuality, viz., the salt really passes over as a 
whole up to equilibrium. Loeb vitiated his admirable work by pinning his 
faith to the free-floating ion, a mathematical fiction which ‘‘even appears 
in brewer’s advertisements.’ ’9 


If we assume, as graue Theorie, that an ultrascopic or filter- 
able virus is a precellular state of substance, acting as a semi- 
fluid chemical compound rather than as an organized colloidal 
mass, then something like the above might be conceived as hap- 
pening in negative reactions of the silica and gypsum filters 
which Kramer employs. The criterion of purely physical 
filtration is the neutral CaSO, filter, which is physically perme- 


H. E. Armstrong: Jour. Gen. Physiol., Balt., 1926-7, VIII, 654-664, 
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able to dyes, colloids and viruses alike. Size and shape in filtra- 
tion are of no moment, since one filterable Noguchi Leptospira is 
larger than most microorganisms. The criterion of a living or- 
ganism is power of reproduction, which as Claude Bernard said, 
is, in turn, consequent and dependent upon nutrition. At the 
indefinable border line in the evolution of substance into form, 
there must be states of substance which have the power of in- 
creasing themselves, like the lysins, by power of assimilation. 
True, this is mere speculation, and most supposedly ultrascopic 
viruses may turn out to be visible microorganisms. The ultimate 
nature of life is of course transcendental, beyond our ken, but the 
thermodynamic criteria afford a very useful check upon some of 
its chemical and physical aspects. In the words of A. V. Hill,’° 
biological science to-day ‘‘requires a Joule—a dozen Joules—to 
carry out the accurate measurements and to formulate the pre- 
cise definitions which are essential if it is to secure its promotion 
from the nursery of observation and wonder to the school-room 


of exact seience.’’ 
F. H. Garrison 


A SYMPOSIUM ON BACKACHE 


FROM THE STANDPOINT OF THE ORTHOPEDIST 


NATHANIEL ALLISON 
Boston 


(Delivered before The New York Academy of Medicine, January 20, 1927.) 


The physical complaint known as backache is so common, so 
variable, and so inclusive in its nature, in its causes, and in its 
effects, that it is difficult to assemble the facts about backache, to 
arrange these facts in any kind of order, and to make any useful 
deductions from what seems to be, for the present at least, a 
hopeless mass of unclassifiable clinical observations. 

Among others, the orthopedic surgeon is thought to be the 
person who should be able to help the patient with backache. The 


10 A, V. Hill: Thermodynamics in Physiology. Joule Lecture. Nature, 
London, 1924, CXIII, 862. 
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orthopedie surgeon is credited with possessing not only the 
requisite knowledge for accurate diagnosis, but also with having 
at his disposal methods of therapy which bring about rapid and 
complete recovery. In the attempt to fulfil this obligation there 
are met many discouraging and difficult obstacles. 

In the first place, accuracy in diagnosis is difficult and at times 
impossible. In the second place, without accurate diagnosis, clin- 
ieal deductions as to the effect of therapy are uncertain and in 
many instances valueless and misleading. 

It seems feasible to look upon backache from two points of 
view. First, those backaches which are the result of definite 
lesions of the bones and articulations of the spine and pelvis. 
Second, the backaches that have their origin in troubles which 
have no association with lesions of the bones and joints of the 
spine or pelvis. The first group belongs to the surgeon, espe- 
cially to him who is known as an orthopedic surgeon. The 
neurologic surgeon also has a réle to play with certain serious 
backaches. The second group belongs to the general medical 
man, the gynecologist, the genito-urinary surgeon, the neurolo- 
gist, and the physiotherapeutist. 

It is not my purpose to bring up all of the various causes of 
backache, except to indicate that the great majority of back- 
aches mean little beyond a short period of physical unhappiness. 
That this is true is shown by the widespread use of the porous 
plaster which feels so good on the back, by the kidney-pills, and 
by the more or less gentle ministrations of the osteopath and 
chiropractor. If backache were not a very common human ail- 
ment, easily cured, certain it is that much of charlatanism and 
nostrum vending and manipulative quackery would cease to be 
profitable. 

It is not possible for me to explain why it is that backache is 
so amenable to what seems to be illogical methods of therapy. 
The fact remains that it is so. 

In this second group of backaches are the so-called lumbagos. 
This sudden acquisition of a very breathless kind of backache 
seems to be within the reach of all, indeed, medical men are fre- 
quently thus ineapacitated—we call it lumbago or myositis. 
Again, there is the backache associated with renal calculus, and 
those who have experienced the passage of a stone from kidney 
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pelvis to bladder may well claim the distinction of knowing what 
is really backache. The gynecological backaches are well 
known to those who have them and to those who have to treat 
them. I have heard it said that the backache of acute infectious 
disease is hard to bear, and it must be true that the backache 
associated with parturition is not negligible in quantity or qual- 
ity; also, there is the tired lame back of industry, and of bad 
posture associated with pendulous abdomen. These backachies 
are secondary backaches. There is an infinite variety, and the 
methods of therapy are multitudinous. 

As an orthopedic surgeon, my interest in backache begins 
when it is more or less evident that the particular backache in 
question is not of the secondary variety, meaning by this that it 
depends upon causes lying outside of the muscles, bones, joints, 
and mechanies of the spine. My interest is quickened when a 
demonstrable lesion is discoverable. As one interested in medical 
diagnosis as an essential to proper practice, my interest is en- 
gaged by what may well be termed the overlaps of medicine. In 
other words, it is necessary to seek counsel and give the same in 
difficulties of differential diagnosis in backache. It is essential 
that all causes outside of the spine itself and the pelvis itself be 
estimated. 

Having ruled out by examination and careful consultation 
with others engaged in the overlap—the internist, the gynecolo- 
gist, the neurologist, and the genito-urinary surgeon—it fre- 
quently works out that the individual backache is primary in 
character and demands the type of surgical treatment which may 
be given by the orthopedic surgeon. 

Before this treatment is undertaken, it is quite essential to 
know what is the lesion of the spine or pelvis. It may be taken 
for granted that lesions of the bones, joints, and musculature are 
what we are seeking to discover in the backache in question. 

In brief, the causes are the following: 

. Trauma. 

. Bad attitude. 

. Congenital anomalies. 

. Arthritis, both acute and chronic. 
. Malignant disease. 
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In brief, the lesions which result from these causes are: 
. Fracture. 
. Sprain. 
. Strain. 
. Bad mechanics. 
. Deformity. 
. Destruction of bone and joint tissue, with abscess forma- 
tion, and with ankylosis, as results. 

It is not always easy to demonstrate definite lesions in the 
structures of the spinal column and pelvis. On the contrary, 
most of the backaches elude positive diagnosis, and in conse- 
quence, the deductions made as to the etiology are apt to be erro- 
neous. Also, the favorable results of this or that type of treat- 
ment often lead to questionable conclusions. Confusion is added 
by the well-known fact that actual lesions in the spine are sig- 
nalized by pain elsewhere. For instance, gall-bladders have been 
inspected when the cause of the pain was tuberculosis of a ver- 
tebral body. Stomachs have been opened for the persistent pain 
arising from malignant disease in the spinal column. The pain 
and discomfort caused by cervical ribs and cervical arthritis are 
not felt in the spine but in the distribution of the cervical nerves. 
This truism is nowhere better shown than in the lesions of the 
lumbo-saeral junction where pain and discomfort are projected 
along the nerve trunks of the lumbo-sacral plexus. 

It seems that what is needed for the advancement of our in- 
sight into the causes and the results in backache is an ever-pres- 
ent realization of the part that the spinal column and the pelvic 
skeleton may play in the production of the pain either in the 
regions themselves or in areas distant from the spine, and it 
seems, also, that this realization is frequently absent in the prac- 
tice of medicine and surgery. 

The backaches and aches in general which fall to the ortho- 
pedie surgeon for diagnosis and treatment are, as above stated, 
due to injury, disease, strain and stress on the spinal structures 
and the pelvie bones and articulations. 

Time will allow me to point out only briefly the significance 
of spinal fractures, compression fractures, transverse process and - 
spinous process fractures, and the backaches these injuries cause. 
\)iagnosis is made by careful physical examination, and is con- 
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firmed by positive roentgenographic findings. The same is true 
of the disease processes in the bones and joints—tuberculosis, 
syphilis, osteomyelitis, carcinoma and sarcoma. 

Time also demands that I hasten by the attractive field wherein 
lie the congenital anomalies of the spine, as well as the backaches 
produced by faulty attitude. All of these lesions concern us 
greatly, but each group would demand for careful study con- 
siderable more time than I have at my disposal. 

The lumbar spine, the lumbo-sacral junction and the sacro-iliac 
articulations demand most of my time, because about this region 
of the spine and its backaches much controversy has recently 
arisen. 

In backache and sciatica it has become the vogue, especially in 
America, to suspect the sacro-iliae articulations as possible seats 
of the trouble. In facet, the particular backache which is located 
in the lower spine, often near the lumbo-sacral junction, demands 
careful study in order to rule out the question of participation 
of injury or disease of the sacro-iliae joints as causes of the pain- 
ful back symptoms. It is only within recent years that the june- 
ture of sacrum with the two ilia has been granted a position of 
clinical significance. It is still open to serious question in many 
instances, whether an accurate interpretation of physical signs 
and symptoms is possible when the nature of low-back lesions is 
to be decided. Certain it is that clinical methods designed to re- 
lieve the painful sciatica and low-back discomfort associated 
with lesions of the sacro-iliae joints have proved themselves suc- 
cessful in many instances. The confusion which exists as to the 
nature and cause of low-back pain and sciatica arises from lack 
of definite clinical understanding of the lumbo-sacral junction 
and the sacro-iliae articulations, and possible misinterpretation 
of the results of treatment. 

A study of roentgenograms in painful backs and sciatica, such 
as that made by O’Reilley, has not shown a definite clinical pic- 
ture. On the contrary, it seems that individuality is clearly ex- 
pressed in the conformity of the lower spinal and pelvie articula- 
tions, indeed to such an extent that no two persons have skeletons 
which are sufficiently similar to allow the type classifications so 
useful in other regions of the human anatomy. 

Painter has recently collected in admirable fashion the ana- 
tomical facts which have to do with these articulations. (Painter, 
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C. F., Boston Med. & Surg. Jour., Apr. 8, 1926). His paper, 
which he ealls ‘‘The Menace of the Sacro-Iliae Idea,’’ deals most 
interestingly with the recent advancement of the notion that 
fusions of the sacro-iliac joint are demanded in a large and in- 
creasing number of these questionable lesions of the sacro-iliace 
articulations; the menace being the tendency to resort to serious 
surgical interference in lesions which are not well understood, 
and which are often relieved or cured by so-called conservative 
measures, such as protective, rest in bed, and manipulation. 

He states his belief about as follows: Granting the fact that a 
movable sacro-iliac joint exists in the normal individual, this 
allows us to assume that this joint is subject to such lesions as 
are the common lot of the other joints of the body. The sudden 
pain and local tenderness which follew excessive motion or strain 
in the region of the sacro-iliae articulations justify the belief 
that these joints may be carried beyond their normal limits of 
motion and have a resulting sprain. The acute sprain may be 
followed by a chronic arthritis, with which are associated pain 
and stiffness and local tenderness. Disease processes, notably 
tuberculosis and pus infections, may localize in these joints pro- 
ducing destructive lesions demonstrable by roentgenograms. 

My own experience inclines me to believe that sciatica is one of 
the cardinal signs of sacro-iliaec disorder, and is due to the close 
proximity of the nerve roots to the sacro-iliae articulations. It 
seems warrantable to conclude that sciatica, especially when asso- 
ciated with scoliosis of the lumbar spine—the so-called sciatic 
scoliosis—has origin in some definite lesion of the sacro-iliae joint. 
On the other hand, many lesions of the lumbar spine may cause 
similar clinical phenomena. The diagnosis of the exact seat of 
the lesion demands the greatest care and painstaking study. 

Too much reliance must not be placed on the X-ray plate in 
these lesions. Its value lies in the fact that destructive bone 
lesions are at times demonstrable. The interpretation of abnor- 
malities and variations leads to considerable confusion, as a rule. 

It is difficult to estimate the results of various methods of ther- 
apy, especially in the treatment of low-back pain and sciatica. 
The methods used range from rest in bed, with sedatives and hot 
applieations, to ankylosing operations performed on the bones of 
the articulations. Intermediate types of treatment include for- 
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cible manipulations, stretchings under anesthesia, and the ap- 
plication of braces and plaster-of-Paris jackets. The results of 
these methods are sufficiently variable to suggest that treatment 
as a standard of correct diagnosis is apt to lead to confusion. 

In my own experience I have seen instances of protracted dis- 
ability due to chronic arthritis of the sacro-iliae joints which 
have failed to respond to any type of conservative treatment, 
and which finally have been entirely relieved by surgery designed 
to obliterate these joints, the so-called ‘‘fusion’’ operation. On 
the other hand, I feel that conservative measures will result in 
relief from symptoms in the vast majority of cases. 

The term ‘‘conservative measures’’ means a variety of things. 
Manipulation under an anesthetic is regarded as a conservative 
measure, though I must point out that as it is frequently done it 
seems far from conservative. The benefit which follows manipu- 
lation is due, perhaps, to readjustment of the pelvic articulations, 
but probably is due largely to the stretching of shortened ham- 
string muscles. 

Lumbo-sacral arthritis will produce much the same clinical! 
picture as does sacro-iliae arthritis, and yields to rest and protec- 
tion, occasionally to manipulation or operative fusion of the lum- 
bar spine, in about the same percentage of cases as do lesions of 
the sacro-iliae joints. 

A brief summary of the backache question, based upon our 
experience at the Massachusetts General Hospital, is as follows: 

Backache may be due to 

General debility, mental and physical fatigue. 

Gynecological and genito-urinary lesions. 

Neurological lesion—spinal cord tumor, often overlooked. 
Statice and postural causes. Body types—a large industrial 
company refuses to employ for hard labor men over five feet 
ten inches. The long slender back will not stand the strain 
of heavy labor. Shortened ham-strings and shortened tendo- 
Achilles. 

Partial or complete spondylolisthesis, resulting from bad 
position and heavy strain or injury. 

Metabolic, toxie or infectious affection of the muscles, lum- 
bago or myositis. 

Acute trauma. Strain, sprains; aponeurotic or muscle tears. 
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Fractures. Transverse and spinous processes and compres- 
sion fractures, often overlooked ; also dislocations. 

. Arthritis: the ankylosing type and the non-ankylosing type. 

Impinging spinous or transverse processes. 
Congenital variations, especially asymmetrical or sacralized 
fifth lumbar vertebra. 
Spina bifida oeculta. 

13. Tuberculosis. Syphilis. Typhoid. Osteomyelitis. 

14. Neoplasms: sarcoma, carcinoma, and non-malignant giant 
cell tumor. Multiple myeloma. 

15. Combinations of any of the above. 

A brief summary of the diagnostic methods necessary to iden- 
tify these lesions is difficult. It may be said, however, that a 
careful examination of the spine is indicated in all types of 
physical examination, for any purpose whatsoever. 

It is not possible to go into the question of treatment except in 
the most general way. Broadly speaking, treatment of backache 
requires accurate diagnosis. The great difficulty is to estimate 
the exact cause in many instances. Rest in bed is a good form of 
therapy for many tired backs. Support by appliances is needed 
in many ; exercise and proper attitude by most. Once in a great 
while, out of a great number of ‘‘orthopedic’’ backaches, if you 
will pardon the term, operative interference is demanded. 


FROM THE STANDPOINT OF THE UROLOGIST 


J. BENTLEY SQUIER 


(Delivered before The New York Academy of Medicine, January 20, 1927) 


In presenting the subject of backache from the viewpoint of 
the Urologist, I shall consider that the term ‘‘backache’’ refers 
to pain located below the ribs, in the lumbar region and flank, 
on either side of the vertebral column. Limiting in this manner 
the area covered by the term backache will not, however, exclude 
any of the organs which are comprised in the genito-urinary 
system from being under suspicion as possible backache pro- 
ducers, for each may be primarily responsible for pain in the 
region mentioned. 
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When backache from disease of the genito-urinary tract is not 
due to primary disturbance in the kidney, it may be produced 
by secondary disturbance in the kidney, due to a primary dis- 
turbance in other of the genito-urinary organs. 

Thus are included the kidney, ureters, bladder, urethra, ves- 
icles, vasa, testicles and prostate. 

When viscera are the site of an irritative process, there is con- 
ducted through the autonomic nerves or sympathetic system the 
impulses of visceral irritation. 

The stimulating effects of these on the cerebrospinal sensory 
nerves, center in the cord, reflect pain to the peripheral distribu- 
tion of such nerves, and there is set up a viserosensory reflex. 

The spinal nerves having a more or less constant distribution 
to the body wall, certain zones are outlined. 

Visceral irritation of the kidney is therefore manifest by pain 
in somewhat distinctive body wall areas. 

Kidney pain is of two general types: true renal pain located in 
the flank and lumbar region, of dull aching quality, usually of 
maximum intensity of constant character and without radiation ; 
pelvic or ureteral pain diffusely located from the lumbar region 
along the iliae crest, of paroxysmal quality, of varying intensity, 
of intermittent character, with radiation through the inguinal 
region into the scrotum or rectum or on to the thigh. 

Pelvie or ureteral pain does not come within the scope of this 
paper but true renal pain may be looked upon as the classic 
backache. 

The backache of true renal pain is, therefore, one of dull and 
constant character never becoming paroxysmal, is less after rest 
but becoming progressively worse with active locomotion, it may 
become more acute when patients assume certain positions and 
they may suffer most when lying upon the side which is not 
involved. 

Active motion exaggerates the pain as in coughing or vomit- 
ing, and manipulation of the leg, causing contraction of the 
iliopsis muscle, may produce an acute exacerbation. 

True renal pain is deep-seated and the patient localizes it as 
away from the surface of the body; this fact may be of value in 
differentiating it from the more superficial aches of myalgia or 
neuralgia. 
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Associated with true renal pain are certain sensitive areas: in 
the flank in the axillary line, the costovertebral angle, and on the 
right side anteriorly, just below the gall bladder at about the 
level of the renal pelvis. 

The production of areas of referred hyperalgesia occurs with 
intrarenal lesions, while extrarenal lesions, as a rule, produce 
local pain and absence of referred hyperalgesia. 

The majority of affections of the kidney, whether surgical or 
medical, are in the beginning painless and most of the medical 
types remain so. 

Using Delafield’s classification of renal diseases as a basis of 
comparison (the past forty-five years having produced none bet- 
ter), we find that renal pain or backache is mentioned as a pos- 
sible symptom in but two out of the eight described pathological 
types. 

The classification is as follows: 


— 


. Aeute congestion. 

. Chronie congestion. 

. Aeute degeneration. 

. Chronic degeneration. 

Acute exudative nephritis. 

Acute productive nephritis. 

. Chronie nephritis with exudation. 
Chronie nephritis without exudation. 


Cl we oo dO 
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The two types which may produce backache are acute conges- 
tion of the kidney, and acute exudative nephritis. 

Acute congestion of the kidney may be caused by the injection 
of poisons, by prolonged overexertion and may follow operation, 
especially on the genito-urinary tract. 

The pathological changes include congestion of the veins, capil- 
laries and glandular tufts of the kidney with exudation of serum 
and red blood cells. 

The swelling of the kidney and increased intracapsular pres- 
sure producing sufficient visceral irritation to account for the 
resulting reflex backache. 

The second possible cause of backache in Delafield’s grouping 
is acute exudative nephritis. The inflammation is character- 
ized by congestion, exudation of plasma, emigration of white 
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blood cells, diapedesis of red blood cells and changes in the rena! 
epithelium and glomeruli. It is an acute inflammation of the 
kidney following exposure to cold, or complicating an infectious 
inflammation elsewhere in the body, or an infectious disease sucli 
as searlet fever, ete. 

The backache is less severe in this instance than when follow- 
ing acute congestion of the kidney. 

Chronie nephritis does not show pain unless there is a sudden 
acute congestion associated with it. 

This emphasizes the fact that pain as a result of changes in the 
parenchyma of a glandular organ is rare, it is necessary to have 
stretching, or tearing, or increased pressure on the capsule of 
such an organ to produce pain. 

When a renal lesion produces pain there has been some dis- 
turbance of the mechanical factors of urinary secretion or direct 
involvement of the capsule or pericapsular tissues. 

If the surgical diseases of the kidney are studied, we find that 
here a different condition is encountered, for the pathological 
changes present often early produce interference with the me- 
chanies of urinary secretion and excretion as well as capsular and 
pericapsular changes. 

Backache, therefore, as a symptom of diagnostic value from a 
renal aspect, becomes more of surgical than medical importance. 

Four pathological conditions which are apt to be confounded 
with renal lesions by reason of the symptom of pain are: disease 
of the gall bladder and gall ducts, gastro-duodenal uleer, chronic 
appendicitis and certain colon affections. 

The upper right quadrant of the abdomen harbors other viscera 
in such close approximation to the kidney that stimulation of one 
or more of the various viscera may give rise to any type of local- 
ized or referred pain which may easily be mistaken for pain of 
renal origin. 

In any of these conditions there is, however, beside the back- 
ache, which may or may not be present, certain radiations of the 
pain which are somewhat characteristic of the viscus involved. 

For instance, the fact that the renal pelvis, ureter and bladder 
are similar anatomically to the gall bladder, the common duct and 
the duodenum, renders a certain parallelism in symptomatclogy 
at once apparent. 
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The start of a Caleulus Colic in either system may be similar 
in certain manifestations, similar in sudden onset and parox- 
ysmal type but different in allocation of the referred pain. 

An appendix occupying a retroperitional position in close prox- 
imity to the lower pole of the right kidney may produce back-- 
ache, simulating that produced by renal or perirenal inflamma- 
tion, beeause infections of the perirenal tissues have localized 
pain as their prominent symptom. It is constant, of aching char- 
acter, continuous and progressive. 

The most severe renal pain is that produced by embolism or 
infaret of the kidney. It is only to be distinguished from other 
true kidney pain by the suddenness of its onset. It is localized 
deeply in the back, over the affected kidney and does not radiate. 

True renal pain being due to some affection which produces 
gross changes in the kidney, we expect and find it present in 
suppurative renal diseases from Pyelitis, Pyelonephritis to Pyo- 
nephrosis, in Tuberculosis, new growths, ete. 

In ecaleulus disease of the kidney a rather different picture is’ 
presented as far as backache or pain is concerned. 

If a renal caleulus is entirely surrounded by glandular tissue 
and does not project into the renal pelvis, it is doubtful whether 
it ever produces pain of any type, and it is not until a caleulus 
becomes loose in a dilated calyx or in the pelvis that pain is 
present. 

When lesions involve the pelvis.of the kidney and upper ureter, 
the constant ache of renal pain is apt to be displaced by parox- 
ysmal colic with radiation along the ilio-hypogastric, ilio-inguinal 
and genito-femoral nerves. 

Colic, not backache, is therefore the caleulus pain. The pain 
of a passing ealeulus may be lumbar at its onset, and segmental 
movement of the pain indicate a change of its position from 
kidney to ureter. 

If, however, becoming arrested in its passage, and from par- 
tial or complete occlusion of the ureter, distension of the renal 
pelvis oceurs, the colicky pain changes to the backache of a true 
renal pain; likewise, aseptic and septie occlusive changes in the 
ureter will induce this type of pain. 

The incidence of backache as a symptom of ureteral stricture 
is constant in a great majority of patients. 
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In a recent communication (S. G. & O., Jan., 1927, ‘‘Ureteral 
Stricture in Male and Female’’) Tolson reports one hundred 
eases in which pain in the lower back was found as a symptom 
in ninety-four of the cases. In thirty-one patients, chiefly on 
the right side; in twenty-one on the left side, and both sides in 
forty-one. 

The backache is produced by the continuous partial ureteral 
block elevating the intrarenal tension. If the experience of many 
urologists be accepted as a criterion to the prevalency of ureteral 
stricture without urinary symptoms or changes in the urine to 
direct attention to them as causative of backache, may be ex- 
plained many cases which have remained unrelieved. 

These patients are prone to complain of symptoms referable to 
the gastro-intestinal tract plus the backache, a symptom-complex 
similar to that presented by patients suffering from mobile 
kidney. 

The gamut of symptoms of digestive disturbance may be met 
with from gas distension, belching and constipation to anorexia, 
nausea and vomiting. 

The production of various gastro-intestinal symptoms by the 
influence of a mobile right kidney is best appreciated if one con- 
siders the folds of peritoneum which extend from the right kid- 
ney to the duodenum, liver and colon. <A ureteral stricture may 
produce a mild or a marked degree of hydronephrosis; the extra 
weight of the kidney produced by this change may cause a drag 
upon the duodenum and stomach even to producing an angulation 
of the bile duct, and the explanation for the gastro-intestinal 
symptoms is apparent. The backache in such cases probably 
being due to overdistension of the renal pelvis but possibly to the 
irritation of the viscera secondarily effected. 

Backache due to increased pelvic or renal tension from obstrue- 
tion of the outflow of urinary secretion will be bilateral or uni- 
lateral according to the location of the obstruction. If in one 
ureter, unilateral, if in both ureters, prostate or urethra, bilat- 
eral. Unilateral renal distension is seen also occasionally in 
lower tract obstructions. 

Inflammatory lesions in the lower genito-urinary tract pro- 
duce backache in two situations, one the lumbar ache, the other 
the sacral ache. 
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The lumbar ache is from secondary renal irritation, the sacral 
ache from involvement of the deep lymph in that region, or in- 
volvement of cord, vesicle and prostate. 

In certain instances both aches are present. This brings up a 
point of considerable interest. In colon B. infection of the kid- 
ney, a disease which has long been looked upon as being of haemic 
origin, it is increasingly becoming probable that the disease orig- 
inates from an infection through the lymphatics. 

It has been found that the lymphaties of the kidney anastomose 
with the lymphaties of the caecum and gall bladder and other 
of the abdominal viscera. 

The lymphatic union between bladder and kidney is not direct 
but exists either by the interposition of the regional glands of the 
bladder and kidney or by means of the lymph vessels of the 
ureter. 

In the male, when colon B. Pyelitis occurs, there is very fre- 
quently an associated infection of both kidney and prostate. 

The backache resulting from this is often extensive in area on 
account of the acute process in the kidney and the extensive 
lymphatic involvement from prostate to kidney. 

As the kidney infection subsides, the lumbar ache disappears, 
but the sacral ache remains; since the renal infection may clear 
up leaving a local infective prostate, only to be again re-infected 
if the lower lesion is not cured. 

In such eases epididymo-orchitis may also develop with sup- 
puration and pus cultures of B. Coli thus adding another factor 
for backache production. 

In order to establish this fact that a backache is of pyelogenic 
origin it must be correlated with associated findings. _ 

Modern diagnostic methods have brought the accuracy of diag- 
nosis in uro-genital lesions to such a high standard that in the 
main with findings we are able to prove or disprove the organs 
of genito-urinary system as being responsible for backache in the 
patients presenting this symptom. 

When these examinations are completed, the clinical picture 
will catalogue itself under one of the following groups: Pain with 
pus but without cystitis, suggesting the caleulus group ; pain with 
pus, with cystitis, suggesting the tuberculous group; pain with- 
out pus, without cystitis, plus tumor, suggesting the aseptic 
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hydronephrotie group; pain with tumor, with pus, with or with- 
out cystitis, suggesting the septic hydronephrotic group; pain 
with blood, without cystitis, the neoplastic or essential haemor- 
rhagie group. 


FROM THE STANDPOINT OF THE GYNECOLOGIST 


GEORGE GRAY WARD 


(Delivered before The New York Academy of Medicine, January 20, 1927) 


That backache may originate from a variety of co-existing 
causes and occurs in both the male and female is well understood. 
But its greater frequency in women, as a result of pelvic disease 
peculiar to the sex, makes it preéminent as a gynecologic symp- 
tom. We must remember, however, that while female pelvic dis- 
orders commonly produce backache, the etiological factor in the 
ease under observation may belong to the realm of the other de- 
partments of medicine. 

The backache that is essentially gynecologic is most usually 
sacral in location, although the lumbar region and coeecyx may be 
involved. 

The chief causes of backache in women may be ascribed to 
pelvie disease, orthopedic disease, faulty stance or posture and 
fatigue. 

In the Woman’s Hospital we have an exceptional opportunity 
to observe not only the symptomatology of these conditions, but 
the ultimate results of treatment, as the Follow-up System is 
compulsory for all the surgeons. Each of the four gynecological 
divisions and the obstetrical division has its weekly follow-up 
elinie which the attending surgeon in charge of the division and 
his assistants must attend in person. Our views then are at first 
hand. 

Our statistics show that approximately 85 per cent. of our 
gynecologic cases complaining of backache are caused by gyneco- 
logie pelvie disease, and the remaining 15 per cent. orthopedic or 
non-surgical conditions. 

Under the category of pelvic disease we include such factors as 
produce pelvic congestion and inflammation, traction on liga- 
ments and supports of the pelvie organs, and pressure. 
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Pelvic Congestion 


The most frequent direct cause of gynecologic backache is 
Pelvic Congestion. Any condition that will produce this state is 
an etiological factor, such as retrodisplacements with and without 
complicating inflammatory disease, adnexal inflammatory disease 
with exudate and adhesions, lacerated cervix with cervical infec- 
tions, menstruation, and constipation. 


Traction on Ligaments and Supports of the Pelvic Organs 


In uterine prolapse, cystocele, rectocele, enterocele and relaxed 
and lacerated pelvie floor there is a traction exerted on the sup- 
ports which produces pelvic tenesmus and backache. 


Pressure 


Fibroids, cysts and exudates may make pressure on the cervical 
ganglia of the sympathetic nervous system in the region of the 
cervix, rectum, and uterosacral ligaments, and on the roots of the 
sacral nerves where they emerge from the sacral foramina, and 
thus produce referred backache. 

The work of Lovett and others has pointed out the various 
orthopedie conditions that may be the etiological factors in back- 
ache. Reynolds and Dickinson have studied these factors from 
the gynecologic point of view. Focal infections also play their 
part. 

In pregnancy the sacro-iliaec joints and the symphysis have 
exaggerated mobility and in the later months there is a faulty 
stance which is productive of backache. Painful pelvic joints are 
not to be wondered at after difficult labor, due to the stretching 
and their mobility. 

Faulty posture is common in women. The exaggerated shoes, 
the debutante slouch, relaxed abdominal walls, and poor muscu- 
lature may result in enteroptosis and muscle fatigue with back- 
ache. 

The importance of a proper diagnosis for the 15 per cent. of 
our eases of backache not due to pelvic disease led me to estab- 
lish a diagnostic orthopedic elinie at the Woman’s Hospital, to 
which we could refer all doubtful cases for a differential diagno- 
sis. This elinie was started in 1920 and has been under the 
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charge of Dr. Fred. J. Matthews. It has proved a most valuable 
adjunct. The chief causes of backache found in the patients in 
this clinic are: 


Subluxation of the sacro-iliae joint. 

Relaxation of the abdominal muscles with ptosis of the 
abdominal viscera. 

Muscle strain due to faulty posture. 

Contracted muscles of the back, thigh and legs. 

Abnormal conditions of the feet. 

Scoliosis with rotation of the bodies of the vertebra. 

Osteo-arthritis is a frequent complication. 


The role of retrodisplacements of the uterus as a cause of back- 
ache has been disputed by certain observers. The statement is 
made that simple backward flexion, uncomplicated with inflam- 
matory disease, is not a factor in its production. All competent 
authorities on gynecology recognize that a certain percentage of 
uncomplicated mobile retrodisplacements do not produce 
symptoms. 

Theilhaber, of Miinich, was one of the first to eall attention to 
the fact that uncomplicated eases of backward displacement of 
the uterus may occur without symptoms. Cabot, of Boston, has 
denied that retrodisplacement may be a cause of backache. 
Jaschke, of Giessen, has recently compared 1,000 cases of retro- 
flexion with 1,000 eases of anteflexion and states that he found 
the supposed characteristic symptoms of retroflexion equally 
present in both series. This of course proves nothing, as we well 
know that these characteristic symptoms, viz., backache, menor- 
rhagia, leucorrhoea, bladder distress, dysmenorrhoea and steril- 
ity, may all be produced by various causes in no way connected 
with displacements of the uterus, but, on the other hand, we 
know that they can be and frequently are. 

While the simple uncomplicated backward position of the 
uterus occasionally does not produce symptoms directly—that is, 
by pressure, weight, ete.—it often does so indirectly, by the un- 
natural position causing impairment in the return circulation, 
which results in passive engorgement of the uterus and adnexae, 
resulting in sacral backache. A heavy, boggy, subinvoluted 
uterus, retroflexed and low in the pelvis, represents this type. 
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That the ‘‘proof of the pudding is in the eating’’ may be fre- 
quently demonstrated by the replacement of the uterus to its 
normal position and its retention by a properly fitting pessary, 
with immediate relief of the symptom. It is well known that in 
these cases the backache is increased with the onset of the men- 
struation and that after the menopause it disappears. 

Graves, of Boston, found in an analysis of 500 cases of retro- 
version from all causes that sacral backache was a definite symp- 
tom in 76 per cent. He points out that confusion has arisen 
partly due to the supposition that retrodisplacement may cause 
backaches at any level of the spine, while actually it occurs only 
in the sacral and very low lumbar region and is always central. 
He says that of the fact that retroversion of the uterus does cause 
backache in this location there can be no doubt whatever. We 
well know that a retroverted uterus is frequently large, heavy 
and markedly congested as a result of partial obstruction to the 
circulation on account of torsion of the vessels, and Graves calls 
attention to the fact that on restoring a uterus to its natural posi- 
tion at operation, it is often possible to observe a change in the 
color due to the relief of the circulatory obstruction. 

Lynch, of San Francisco, in a recent careful analysis of a series 
of 1,041 gynecological cases of all kinds, found that 49 per cent. 
had sacral or lumbar backache. 76.5 per cent. of these were due 
to a gynecologic condition, 7 per cent. were doubtful and 16.5 
per cent. were definitely orthopedic. In 500 cases he found abun- 
dant proof of the role that chronic passive congestion, the result 
of uncomplicated retrodisplacement, plays in the production of 
sacral backache. The backache was cured in 81 per cent. of the 
non-inflammatory retroversioflexions by gynecologic operation, 
and in 87 per cent. of those displacements complicated with 
inflammatory disease. A summary of his study shows that 15 
per cent. were caused by ovarian tumors and 34 per cent. by 
fibroids—pressure and congestion. Forty-nine per cent. by pelvic 
inflammatory disease, 61 per cent. by retrodisplacement, 71 per 
cent. by marked vaginal relaxations, and 22 per cent. by com- 
plete prolapsus. 

In a study made at the Woman’s Hospital by Dr. Edward A. 
Bullard of my staff on the subject of backache in a series of 721 
cases, the records of the follow-up clinic for four years showed 
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that there were 129 cases of uncomplicated retroversion operated 
upon for the correction of this displacement. All of these cases 
had backache as a symptom. One hundred and three were cured 
of their backache. In the twenty-six cases that were not relieved, 
the backache was due to other causes. 

There were sixty-eight cases with retroversion with adnexal! 
inflammation with backache; fifty-nine of these were cured of 
this symptom, and nine were unrelieved. 

Retroversion is an association of uterine prolapse and is always 
its first stage. There were 84 cases of uterine prolapse in this 
study with backache. Seventy-five of these were cured of their 
symptom by the operation, and in nine it persisted. 

In twenty-three eases of uncomplicated retroversion with lacer- 
ation of the cervix or pelvic floor in which backache was a pre- 
dominant symptom, the operation to correct the retrodisplace- 
ment and to repair the injuries resulted in a cure of all. 

To summarize this study.of the end results it was found that 
80 per cent. of the cases of uncomplicated retrodisplacement, 87 
per cent. of the cases with associated adnexal disease, 90 per cent. 
of the eases with prolapse, and 100 per cent. of the cases of un- 
complicated displacement with associated cervix or pelvic floor 
injuries were relieved of their backache. In this series of 721 
eases of backache 85 per cent. were cured by appropriate gyne- 
ecologic operations. About 15 per cent. were of an orthopedic or 
non-surgical nature. 

In the nine years from October 1, 1915, to October 1, 1924, 
I find that our records show that there were a total of 22,625 
gynecological admissions to the hospital. 

During this same period there were 3,357 operations for the 
correction of uterine retrodisplacements by different operators, 
or nearly 15 per cent. of the gynecological admissions. 

A study of the end results of 561 of these cases oceurring dur- 
ing a period of five years from October, 1919, to October, 1924, 
all of which were under a follow-up observation for a year or 
longer, shows that the percentage of success in the relief of the 
classical symptoms including backache for which they sought aid, 
was 88 per cent., and the partial successes and failures were 12 
per cent. 
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Summary 


From the standpoint of the gynecologist sacro-lumbar back. 
ache is a prominent symptom in approximately 50 per 
cent. of all gynecologic cases. 

In our experience 85 per cent. are gynecologic in origin and 
15 per cent. are orthopedic or non-surgical. 

In the cases due to gynecologic disease pelvic congestion, 
however produced, is a predominating factor. 

Traction on the pelvie visceral supports the result of in- 
juries incident to parturition is a common cause. 

Pressure on the pelvie ganglia and nerves produced by neo- 
plasms or exudates may result in reflex backache. 

In view of the considerable number of gynecological cases 
seeking relief for backache in which the symptom may be 
caused by factors other than pelvic disease, or which may 
be associated with it, the cooperation of the orthopedist, 
the internist, the urologist and the neurologist may be 
necessary for a differential diagnosis and cure. ‘ 
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ABSTRACTS OF PAPERS PRESENTED AT 
SECTION MEETINGS 


Section of Medicine, December 21, 1926 


THE PRESENT STATUS OF THE CLASSIFICATION OF 
BRIGHT’S DISEASE 


RoLFe FLoyp 


Confusion in the classification of Bright’s Disease has always 
been great, and one hundred years of study have not made it less. 
This confusion, though primarily due to the inherent difficulties 
of the problem, is greatly enhanced by the habit of regarding all 
our subdivisions of Bright’s as well-defined and valid groups. 
As a matter of fact, several of them are very ill-defined, while 
some others are fundamentally false in conception. This unwar- 
ranted assumption of knowledge we have not constantly leads us 
astray. 

The thorough understanding of any living organ depends on 
knowing how it is made, how it functions, and how it has come 
into being and developed to its mature state. These features are 
essential expressions of its life. 

The thorough understanding of a disease in an organ depends 
on a knowledge of what alterations the disease has caused in the 
structure and functions of the organ, on how these alterations in 
structure and function interdepend one on the other, and on how 
they may progress or recede as time goes on. These features con- 
stitute essential expressions of the disease process. 

This underlying process which causes departures from normal 
both in the structure and in the activity of an organ is the most 
fundamental conception we can form of a disease. It is not the 
irritant agent, such as bacterium or poison, but the disturbance 
which this induces; in other words, it is the reaction of the living 
organ to the irritant. It is neither the lesion nor the symptoms 
but the process which underlies and produces both. For some 
time and even to-day the lesion has been regarded as the cause 
of the symptoms but this view is by no means invariably true. 
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There can be no question that changes in structure cause changes 
in activity in many cases, but in others it is equally eertain that 
changes in activity induce changes in structure. The more com- 
plete our understanding of disease the more we find disturbance 
of structure and disturbance of function to be correlated and 
interdependent. This interdependence becomes increasingly evi- 
dent when we bear two things in mind; first, that the change in 
structure is not fixed and permanent as we see it after death, but 
changing from minute to minute in the diseased living organ ; 
and second, that many intimate changes in structure, including 
chemical ones, entirely escape our most searching methods of 
study. 

No classification, therefore, that is based on lesions alone, or on 
symptoms alone, can ever prove ultimately satisfactory. 

The best classification of the diseases of any organ, then, must 
be based on defining the separate disease processes that occur in 
that organ. This conception of classification underlies the work 
of Delafield and also the work of Volhard and Fahr. Delafield 
classifies Bright’s according to what he terms the ‘‘morbid proc- 
ess’’; Volhard and Fahr according to ‘‘pathogenesis,’’ which 
means the same thing, only in Greek. 

Unfortunately, however, in spite of all the work that has been 
done, the pathogenetic classification of Bright’s remains to-day 
very far from complete. 

In some diseases a knowledge of the irritant that causes the 
morbid departures from normal gives the key or at least a clue 
to the morbid process, because a given irritant may be almost in- 
evitably followed by a constant effect. This method of approach, 
unfortunately, is only occasionally helpful in the case of the kid- 
ney, because the same irritant incites different diseases, different 
irritants incite the same disease, and in many, perhaps most. 
eases of Bright’s the irritant is not accurately known. So etiol- 
ogy, though indicative of pathogenesis in isolated instances, as 
in bichloride eases, can never furnish adequate basis for an entire 
pathogenetic classification of Bright’s. , 

Again in some organs the diseases that occur in man can be 
almost duplicated in animals, thus affording opportunity for 
studying the disease process step by step, and the knowledge so 
acquired reveals the nature of the disease in man. The efforts, 
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however, to produce Bright’s in animals have proved peculiarly 
unsuccessful and so have contributed but little to our compre- 
hension. 

The student of Bright’s Disease must accordingly depend 
chiefly on a knowledge of the normal kidney, on a knowledge of 
renal symptoms during life, and on a knowledge of renal lesions 
after death. 

As to the normal kidney, its development and its structure are 
comparatively well known, but the way it works and the relation 
of its structure to its functions are still largely obscure. 

As to the symptoms of Bright’s, these are very numerous and 
varied, with enormous differences from case to case, while their 
exact relation to lesions is, in most instances, unknown. 

As to the lesions, they are at least concrete and can be made 
into objects of prolonged study, but they are infinite in variety. 
Their interpretation is confused not only by post-mortem altera- 
tions but by the presence of incidental changes that have been 
added in the last hours or days of life as in all pathological study. 
Even when such additions can be correctly estimated the lesion 
only shows the final state of the organ. It is as if we were shown 
the last individual negative on a moving picture film and asked 
to sketch in all those that precede it. 

These circumstances combine to make the kidney perhaps the 
most difficult organ in internal medicine to-day, with the excep- 
tion of the brain. 

The chief present stumbling block is that we usually can not 
say with what particular lesion a given symptom belongs, and we 
shall not be able to until we know what functions the glomerulus 
and the various highly differentiated portions of the normal renal 
tubule individually perform. Until we know this we dare not 
extensively correlate symptoms with lesions and must keep these 
two large sets of facts separate in our minds. This is so distress- 
ing and the demand for relief has been so insistent that it has 
warped judgment and even compromised intellectual honesty. 
Many unwarranted correlations have been suggested and ac- 
cepted with the result that advance in knowledge has been de- 
layed and nephritiec cases have suffered more than has been 
necessary. 
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Under these circumstances it is imperative to subject every 
sub-group of Bright’s Disease to analysis and criticism and deter- 
mine the validity of each. 

In a true pathogenetic group all the cases will be due to the 
same morbid process which will produce similar lesions and sim- 
ilar symptoms in each ease. In other words, when we find a dis- 
ease with constant symptoms associated with constant lesions we 
have the right to believe that these are the common expressions 
of a single constant underlying disease process, and we have the 
further right to assume when we meet the symptoms that the 
lesion exists in the kidney, or when we see the lesion after death 
to believe that the symptoms obtained in life. 

On the other hand, a group in which neither the lesions nor 
the symptoms are at all constant from case to case, we must re- 
gard as not being the expression of a single morbid process. Such 
groups do not correspond to nature and should be discarded be- 
cause they inevitably lead to error at the bedside. 

There is a third set of groups in which only the lesion or only 
the symptoms are constant while the other feature is inconstant 
or unknown. Such partly-defined groups may or may not repre- 
sent a single morbid process. They are make-shifts and we have 
the right to use them so long as we keep their make-shift charac- 
ter clearly in mind. The trouble with them is that, with use, 
they soon come to be regarded as established pathogenetic groups, 
which they are not. 

It so happens, since post-mortem lesions are less mutable than 
symptoms and also because of the prominence given to pathology 
in the last century through the revelations of the microscope, 
that most renal diseases are named after their pathological 
features. This is not necessarily vicious so long as it is remem- 
bered that the lesion is not the disease but only one expression 
of it. Both Delafield in 1882 and Volhard in 1914 employ such 
terms, though they are both unequivocal believers in pathogene- 
sis as the only adequate basis of classification. 

Further, in the review which follows, only one or two out- 
standing features of each group are mentioned to serve as marks 
of identification. More complete definitions of the various groups 
are purposely omitted, because they would make the paper cum- 
bersome, and tend to distract attention from the point at issue. 
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I now propose that we judge the sub-groups of Bright’s accord- 
ing to this test; namely, the constancy of their lesions and oi 
their symptoms and then separate them into three categories 
according to their validity. 

I. In the first category, the category of valid pathogenetic 
groups, I believe we should place: 

1. Acute Denegeration. Both the mild form called ‘‘cloudy 
swelling’’ or the ‘‘fever kidney’’ and the severe form seen with 
bichloride and other metallic poisons. The basic lesion is a de- 
generation of the tubular epithelium; the glomeruli and stroma 
remain normal. The symptoms consist of albumin and easts in 
the urine and, in the severe cases, anuria. The other symptoms 
of renal inflammation are notably absent. I have been unable 
to find out who first recognized this condition. Delafield insisted 
on it, and it is generally accepted both here and abroad. 

2. Chronic Congestion. The lesion is a dilatation and thick- 
ening of the glomerular loops; the symptoms, albumin and easts 
in a urine of inereased gravity and diminished volume. This 
condition was originally recognized by Traube about 1850. 

3. Acute Exudative Nephritis. The essential lesion is an exu- 
date from the blood vessels, some cell growth on the glomeruli 
but no new growth of stroma. The symptoms are albumin and 
easts and blood in the urine, dropsy and slight hypertension. 
Recovery, if it occurs, is complete. 

4. Acute Productive Nephritis. The lesion differs from the 
above in that new connective tissue is formed in the stroma from 
the very beginning. The symptoms are the same except that the 
onset is often insidious and the recovery regularly incomplete 
and followed by a chronic nephritis. 

This sub-division of acute nephritis into acute exudative and 
acute productive is Delafield’s. Some German authors, as Sena- 
tor, agree with him, but Volhard dissents. These two groups 
have, proved valid in my experience. 

5. Chronic Nephritis. The characteristic lesion is of the 
stroma, the glomeruli, the tubules, and usually of the vessel walls. 
The symptoms are albumin and casts in the urine, dropsy, hyper- 
tension, uraemia, retinitis. As a large group, chronic nephritis 
is pretty well defined. Its recognition may be said to date from 
Bright’s original work. 
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6. Waxy Kidneys. A sub-division of chronic nephritis. The 
lesion consists of a deposit of waxy substance in the glomeruli 
and vessels in addition to the changes seen in chronic nephritis. 
The symptoms are massive albuminuria and dropsy, without 
hypertension. This condition occurs with long standing tuber- 
culous and suppurative processes. It was recognized in 1842 by 
Rokitansky and has been accepted as valid ever since. Volhard 
and Fahr blurred its definition by placing it in their heterogene- 
ous nephrosis group but, in my opinion, altogether without ade- 
quate reason. 

7. Simple Sclerosis. The lesion is a sclerosis of the very small 
renal arteries. The symptom is hypertension. 

8. Malignant Sclerosis. To the arterial changes of simple 
sclerosis the lesions of chronic nephritis are added. The symp- 
toms are albumin and casts in the urine, extreme hypertension, 
retinitis, uraemia. 

With this sclerosis of the very small arteries, a sclerosis of the 
larger arterial branches often coexists with the resulting scars 
that form the arteriosclerotic kidney. It is my understanding, 
however, that it is the sclerosis of the very small vessels only that 
is associated with hypertension. That of the larger vessels fre- 
quently occurs without either hypertension or any other renal or 
cireulatory symptoms. 

Delafield gave up the attempt to subdivide further chronic 
nephritis on a pathogenetic basis. Volhard and Fahr undertake 
to do so and define three main groups: Nephrosis, Nephritis 
and Selerosis. Their Nephrosis fails under analysis, as I shall 
presently contend. Their Nephritis in general corresponds to the 
nephritis of other authors, but their conception of Sclerosis seems 
to me to be a great advance. It has repeatedly proved valid in 
my experience, both clinically and at post-mortem. 

II. In the second eategory, the category of invalid groups, 
where both the lesions and the symptoms are so inconstant as to 
make it extremely unlikely that they correspond to anything in 
nature, I would place: 

1. Chronic Parenchymatous Nephritis. The lesion is essen- 
tially an inflammation of the tubules, to which glomerular, 
stromal and vascular changes are later added. Grossly it pro- 
duees the large white kidney. The symptoms are massive albu- 
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minuria, dropsy and pallor, with little or no hypertension or 
uraemia in the early stages. 

2. Chronic Interstitial Nephritis. The lesion is essentially an 
overgrowth of the stroma, to which tubular, vascular and glom- 
erular changes are later added. Grossly it produces the small red 
granular kidney. The symptoms are traces of albumin in the 
urine, hypertension, retinitis and uraemia. 

This division of chronic nephritis into parenchymatous and 
interstitial was originally made by Bartels, 1875, one of the great- 
est clinical students of renal problems. Its fallacies are obvious. 
Massive albuminuria and dropsy occur when the kidneys are 
small and the lesion not mainly tubular. Hypertension, retinitis 
and uraemia occur when the kidneys are large and the lesion not 
mainly stromal. Even as a classification of the lesions alone it 
is totally unsatisfactory, for not only does it leave glomerular 
changes too much out of account, but chronically inflamed kid- 
neys do not naturally fall into any two such groups. As has been 
truly said when this grouping of chronie¢ nephritis is used at the 
bedside, over half the eases brought to autopsy do not show the 
expected lesion. 

Although this grouping has been repeatedly attacked by many 
of the best students, including Delafield and Volhard, it has held 
its vogue and has dominated the terminology of Bright’s for fifty 
years. The prominence of its author together with its alluring 
simplicity have made it a most popular nostrum. That we are 
not yet purged of this error is shown by the daily occurrence of 
these terms in the literature and at the bedside. 

3. Nephrosis. The lesion is non-inflammatory degeneration of 
the tubular epithelium. The symptoms are massive albuminuria 
and dropsy. This group was first formulated by Volhard and 
Fahr in 1914. Subsequent contributions by others have not im- 
proved its definition, in fact the term has become more obscure 
with use. I have no time to voice all my objections here, espe- 
cially as they have already been published elsewhere.’ Suffice it 
to say that the dependence of dropsy on tubular degeneration is 
by no means established and that severe epithelial degeneration 
occurs without dropsy. Moreover, Volhard and Fahr have 

1‘*Kidney Disease from the Physician’s Viewpoint’’ (Chapter on 
Nephrosis). Publisher, James T. Dougherty, New York, 1926. 
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jumbled in a lot of conditions under this head without presenting 
any adequate proof that they belong together. Acute degenera- 
tion and the waxy kidney are unrelated and form two of the most 
valid groups we have. Cases with large, white kidneys, massive 
albuminuria, and extensive dropsy had best be regarded as in- 
flammatory until proven otherwise. Cases of pure epithelial 
degeneration with massive albuminuria and extensive dropsy are 
extreme rarities, lying outside the experience of most observers. 
Some of those reported probably cannot stand analysis. Even 
if one or two authentic observations exist they do not prove that 
the lesion and symptoms ean be correlated and certainly form 
no basis for a group of kidney disease that is daily referred to. 

Epstein has written extensively about cases of albuminuria and 
dropsy without hypertension. He sometimes calls them nephro- 
sis and sometimes parenchymatous nephritis. He expressly states 
that he does not believe the symptoms to depend on epithelial 
degeneration. 

Nephrosis means a non-inflammatory change in the kidney ; so 
when we say a patient has nephrosis we state a belief that he has 
such a lesion and that his symptoms are to be correlated with this 
lesion. But this belief is practically certain to be wrong, and for 
this reason I take the ground that the term ‘‘nephrosis’’ should 
be altogether disearded. I have no expectations, however, that it 
will be. ‘‘Interstitial’’ and ‘‘parenchymatous”’ have lasted fifty 
years and are not yet obsolete. Nephrosis bids fair to do the 
same. Not so much because of the greatness of Volhard’s scholar- 
ship as because it clothes our ignorance with seeming knowledge. 

4. Glomerulo-nephritis. The lesion is primarily an inflamma- 
tory change in the glomeruli. The symptoms are albumin, casts 
and blood in the urine, dropsy, hypertension, retinitis, and 
uraemia ; in other words, the symptoms of any nephritis. 

My objection is solely to the ‘‘glomerulo’’ in this term. I do 
not think it has been shown that the glomerular changes are more 
basie in renal inflammation than exudation from the blood ves- 
sels or than the changes in the tubes, stroma, and vessels, nor 
have any symptoms been soundly correlated with glomerular 
lesions to the exclusion of others. That the glomeruli are vital 
fo normal renal function and that they are regularly altered in 
renal inflammation is true, but that they are predominant either 
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in health or disease has not been shown. Their importance in 
disease was neglected until Cohnheim called attention to it about 
1880, and just after this the term ‘‘glomerulo-nephritis’’ was 
coined and came into established use. It is always understood 
that the lesion is not confined to the glomeruli, but on the other 
hand, this term has always ascribed to the glomeruli a pivotal 


position. Léhlein is an able recent exponent of such views. This, | 


I believe, is an error. It is the same mistake over again that has 
been made with ‘‘parenchymatous”’ and ‘‘interstitial’’; namely, 
considering the lesion of one part of the kidney structure more 
related to the symptoms than the lesion of any other without 
adequate proof that this is so. It is again clothing ignorance in 
supposed knowledge which we do not yet possess. 

III. In the third category, the category of groups in which 
either the lesions or the symptoms are constant, while the other 
characteristic is inconstant or unknown, I would place: 

1. The Arteriosclerotic Kidney. The lesion is a sclerosis of 
the larger renal arteries with resulting multiple ischaemic zones 
of parenchymal destruction and scarring. The symptoms are 
unknown. This lesion may form part of a general arteriosclerosis 
or it may be almost entirely confined to the kidney. Its relation 
to sclerosis of the smallest renal arteries has already been out- 
lined. 

Bright noticed the arterial lesions and Virchow recognized the 
predominance of arterial lesions in some kidneys. Gull and 
Sutton’s work on general arterial disease illuminated the subject 
from another angle. Ziegler, however, about 1878, described this 
lesion with greatest detail and precision. 

2. Focal Nephritis. The lesion is multiple foci of inflamma- 
tion seattered through the kidney. It is sometimes embolic. 
Haematuria occurs but is not constant enough to typify it. Other 
symptoms are unknown. 

The lesion of Focal Nephritis has been recognized since 
Virchow’s time, but its entity has been insisted on only recently, 
especially by Volhard. 

In both the arteriosclerotic kidney and focal nephritis, the 
question comes up as to how much secretory tissue can be de- 
stroyed before symptoms of renal failure occur. More accurate 
methods of estimating loss of renal function may well reveal con- 
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stant symptoms in many examples of these two groups, but for 
the present they are generally unrecognizable during life. 

3. Hydropigenous Nephritis. The lesion is a diffuse chronic 
nephritis. The symptoms are dominated by large albuminuria 
and dropsy. 

4. Azotemic Nephritis. The lesion is a chronic diffuse nephri- 
tis. The symptoms are dominated by uraemia. These two terms 
were originated by Widal and the French school who have openly 
given up the attempt to correlate the lesions and symptoms of 
chronie Bright’s. Though they are the product of iconoclasm 
they at least do no violence to nature and lay no claim to know!- 
edge which we do not possess. They correspond in general to 
Delafield’s division of chronic nephritis into ‘‘chronie nephritis 
with exudation’’ and ‘‘chronie nephritis without exudation.”’ 

5. Orthostatic Albuminuria. The symptom is albumin in the 
urine when the body is erect. The lesion is unknown, but recent 
work suggests that it may be simply postural interference with 
venous outflow. If this is proved to be true, this group will be- 
come a pathogenetic entity and can be transferred to the first 
category. 

6. Salt Nephritis. The essential symptom is a retardation of 
salt excretion which is often benefited by salt privation. The 
lesion related to this condition is yet unknown but there is reason 
to believe that salt irritates some kidneys and an inflammatory 
change is usually found at autopsy. It is better for the present, 
however, to speak of these patients as salt cases rather than as 
nephrities. Widal and his followers were the first to call atten- 
tion to this condition. 

To sum up: 

droups which show relative constancy in lesions and symptoms 
probably express a single underlying pathogenetic process. They 
must be conserved, for they are most valuable at the bedside to- 
day and they are the foundation stones of the classification of the 
future. 

Groups in which both the lesions and symptoms are inconstant 
do not correspond to a single pathogenetic process and had best 
be completely discarded, for they lead to error and confusion at 
the bedside and ean only delay further progress toward a valid 
classification. 
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Groups with only one constant feature may or may not be ex- 
pressions of a single pathogenetic process, not yet fully defined. 
So long as this uncertainty is kept in mind, they may properly 
be employed until more complete information about them is 
obtained. 

I fully realize that even though this plan for testing sub- 
divisions of Bright’s Disease were accepted, violent discussions 
might well arise as to the validity of a particular sub-group. I 
do not believe that after careful consideration this would apply 
to the majority of the groups, but even such discussions would 
have to deal with the essential features of the groups and help to 
elarify their definition. 

My purpose is not destructive. I believe in the ultimate attain- 
ment of a pathogenetic classification of Bright’s, though I feel 
sure I shall not live to see it realized. 

My plea is that we honestly mark each sub-division of Bright's 
Disease at its true pathogenetic value, then eliminate the false 
ones, admit the partially defined character of others, and hold 
fast to those that prove true to nature. 

Only in this way can we make the best clinical use of the know]- 
edge we now have and foster the attainment of greater knowledge 
in the years to come. 


Section of Neurology and Psychiatry, January 11, 1927 


THE FEELING OF INFERIORITY AND ITS 
COMPENSATION 


ALFRED ADLER 
Vienna 


%? 


‘‘The Feeling of Inferiority’’ is the most important view and 
the legitimate child of the Adlerian Individual Psychology. It 
means a lasting fundamental feeling which originated in early 
childhood when the child had a weak body and experienced diffi- 
eult situations. The more painful were those experiences the 
greater was the feeling of inferiority. This fundamental feeling 
acts as a stimulus to overcome the present situation and its diffi- 
culties. 
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In this striving to overcome, in its every plane, there is lying 
an ideal goal of the future. In this goal is foreseen and antici- 
pated as a stimulating and consoling presentiment a feeling of 
balance, security, totality, and, especially in the frequent cases 
where there is a more urgent and greater feeling of inferiority, 
an aim of superiority. Along this action line leading from 
‘*down’’ to ‘‘above’’ you can find connected with and impressed 
by it every expression, symptom, feeling, understanding and 
thinking. 

When the feeling of inferiority is increased and the goal is 
much more elevated and urging, the whole style of life is a varied 
one, striking, expressive, impatient, egotistic, sensitive, cautious, 
hesitating or escaping. Each new situation brings new difficul- 
ties because the preparation for the usual new situations in life 
is too tense, precipitate, or wrong. New situations for which 
there is demanded a well-developed social feeling are especially 
felt as a danger to the goal of superiority. 

In life you can find three fundamental questions: the social 
question (friendship, comradeship, truth, social behavior, etc.), 
the question of occupation, and the question of love and mar- 
riage. Everybody gives his individual answer to these questions 
by his behavior, and this answer is also an expression of his action 
line or his style of life. Therefore we may draw conclusions 
from the answers to the style of life and we can insist that all 
false answers are the results of a greater feeling of inferiority 
(neurosis, problem children, crimes, ete.). In all those cases we 
judge a movement as to whether it is on the useful side con- 
nected with the social feeling, or on the useless side. Thus some- 
times a greater feeling of inferiority can stimulate the individual 
to the accomplishment of great things in science, art, ete., if 
courage is not lost. 

The neurosis begins before a difficult problem and causes a loss 
of courage, so that the individual begins to hesitate or stop. In 
spite of wanting to solve his problem and satisfy his desire to 
be a conqueror, he fears a defeat even more and escapes to the 
useless side, fixing and securing his escape by being always pre- 
occupied with the means (headache, anxiety, sleeplessness, fits, 
depression, compulsion neurosis, ete.). In this phase he is not 
really the conqueror, but he is satisfied with the presupposition 





256 


and the presentiment that he could be the conqueror if he did not 
have such a fatal hindrance. He hides from himself and others 
his real feeling of inferiority, decreases the circle of the action 
line of his life, and is continually striving to be the center of his 
family with extenuating circumstances for his lack of achieve- 
ment. 

With this strong network is it difficult to mistake a style of 
life? We can reckon with the reasons: wrong situations in child- 
hood, the goal of superiority, whether the movement is on the 
useful or useless side, the degree of courage he possesses, and 
every expression. We are not surprised, therefore, to be in- 
formed that a noted psychologist has called Individual Psychol- 
ogy the copernicle deed in pedagogy. 


PROCEEDINGS OF ACADEMY MEETINGS 
STATED MEETINGS 


February 
Thursday evening, February 3, at 8:30 o’clock 


Program arranged in cooperation with the Section of Laryn- 
gology and Rhinology. 


ORDER 
I. Executive session. 

Election of Fellows. 

Election of four members of the Committee on Admission. 

Demonstration of specimens of the sphenopalatine and 
gasserian ganglia, Julius I. Klepper. 

Some observations on the cranial sympathetic, Frank 
Henry Pike, Ph.D., Columbia University (by invitation). 

The symptomatology of the nasal ganglion, Simon L. Rus- 
kin (by invitation). 

Discussion opened by Louis Hubert, J. Ramsay Hunt, 
Charles A. Elsberg, E. Ross Faulkner. 


StTaTeD MEETING 


Thursday evening, February 17, at 8:30 o’clock 





Executive session. 
Symposium : 
The Broader Field of Psychiatry. 

a. Some practical fields for mental hygiene, C. Macfie 
Campbell, Boston (by invitation). 

b. Preventive psychiatry in childhood, Marion E. Ken- 
worthy. 

e. The place of psychiatry in general medical practice, 
Thomas W. Salmon. 


SECTION MEETINGS 


SECTION OF DERMATOLOGY AND SYPHILIS 


Tuesday evening, February 1, at 8:00 o’clock 


ORDER 


Presentation of patients. 

a. Cases from the Cornell University Clinic, Hans J. 
Schwartz, J. Frank Fraser, Joseph J. Eller, Andrew 
J. Gilmour, Ray H. Rulison. 

b. Cases from the City Hospital, A. Benson Cannon. 

e. Cases from the New York Polyclinic Hospital, Frederic 
H. Dillingham, Jerome Kingsbury, Lawrence K. Me- 
Cafferty. 

d. Miscellaneous cases. 

Discussion. 

Executive session. 

Notice: Hereafter examination of patients will be limited 

to Fellows and their invited medical guests. 


SECTION OF SURGERY 


Friday evening, February 4, at 8:30 o’clock. 


ORDER 


Reading of the minutes. 

Presentation of cases. 

a. 1. Case of transperitoneal splenectomy and nephrectomy 
for traumatic rupture of both organs. 
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. Case of multiple intestinal anastomoses (enteroenter- 
ostomies) for chronic intestinal obstruction, Leo 
Buerger. 

. Compound fracture involving the ankle and knee 
joints. Late results. 

. Compound fracture of the tibia with open knee joint. 

. Compound fracture of the tibia with pedicle skin flap. 

. Compound fracture of the tibia with late pedicle skin 
flap for thin scar. 

5. Foreign body of unusual origin in knee joint, John 
H. Garlock. 
Papers of the evening. 
a. Acute empyema in children, John V. Bohrer. 
b. The control of post-operative hemorrhage following a 
nephrotomy for the removal of calculi, Dougal Bissell. 


SECTION OF NEUROLOGY AND PSYCHIATRY 


Tuesday evening, February 8, at 8:30 o’clock 


ORDER 


Reading of the minutes. 

Presentation of cases. 

Tumor of the medulla (clinical and pathological presenta- 

tation), George H. Hyslop. 

Papers of the evening. 

a. The palaeomorphology of the human héad: ten struc- 
tural stages from fish to man, William K. Gregory, 
Ph.D. (by invitation), Curator, Department of Com- 
parative Anatomy, The American Museum of Natural 
History. 

Discussion by J. H. MeGregor, Ph.D. (by invitation), 
Professor of Zoology, Columbia University, Henry 
Alsop Riley. 

b. The relation of cardiovascular disease to hemiplegia, 
Louis Faugeres Bishop. 


SECTION OF PEDIATRICS 


Thursday evening, February 10, at 8: 30 o’clock 
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ORDER 
Reading of the minutes. 
Papers of the evening. 
a. Sinusitis in children, Simon L. Ruskin (by invitation). 
Diseussion by Murray H. Bass, Roger H. Dennett. 
b. The effect of parathyroid extract on tetany and rickets 
in infants, Lynne A. Hoag (by invitation). 
Discussion by Isidor Greenwald, Ph.D., Oscar M. 
Schloss. 
General discussion. 


SECTION OF OTOLOGY 
Friday evening, February 11, at 8:30 o’clock 
Reading of the minutes. 
Presentation of cases. 
a. Fracture of the skull following a radical mastoidectomy, 
simulating a brain abscess, Herman F. Lampe. 
b. Temporo-sphenoidal lobe abscess complicating a chronic 
mastoiditis, Morley T. Smith. 
Papers of the evening. 
a. Erysipelas following bacillus pyocyaneus infection in 
mastoid wounds, Ralph Almour (by invitation). 
Discussion. 
. A clinical and pathological survey of otogenie paralysis 
of the sixth nerve, William H. Sears (by invitation). 
Lantern slides. 
Discussion by Edward B. Dench, Israel Strauss. 


SECTION OF MEDICINE 


Tuesday evening, February 15, at 8:30 o’clock 


ORDER 
Papers of the evening. 
a. Infectious psychosis, Gregory Zilboorg (by invitation). 
Discussion, George William Henry (by invitation), 
Joseph Charles Roper, John Fielding Black. 
b. Cardiae asthma, Morris H. Kahn. 
Discussion, Bernard Sutro Oppenheimer, R. Burton 
Opitz (by invitation), Louis Faugeres Bishop. 
Executive session. 
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SecTION oF GENITO-URINARY SURGERY 


Wednesday evening, February 16, at 8:30 o’clock 


ORDER 


. Reading of the minutes. 


. Presentation of instruments. 


A modification of the McCarthy panendoseope for con- 
tinuous irrigation, Clyde W. Collings. 


. Presentation of eases. 


a. A ease of bilateral congenital hydronephrosis, Clarence 
G. Bandler. 

b. Three cases of prostatic intrusion operated upon by the 

electrotome cutting current, Clyde W. Collings. 

e. A ease of probable congenital bilateral ureteral and renal 

dilatation, Stanley R. Woodruff. 

Paper of the evening. ' 

Commissural prostatic hypertrophy, with lantern slide 
demonstration, Alexander Randall, Philadelphia (by in- 
vitation). 

. Discussion opened by Edwin Beer, Oswald 8S. Lowsley. 

. General discussion. 

Executive session. 


SECTION OF ORTHOPEDIC SURGERY 


Friday evening, February 18, at 8:30 o’clock 


ORDER 


Reading of the minutes. 

Presentation of cases. 

a. A case of suppuration of the sacro-iliac joint, Joseph 
E. J. King. 

b. A postoperative result in a case of dislocation of the 
ankle with fracture and avulsion of the head of the 
astragalus, Charles Ogilvy. 

e. Familial claw foot with absent tendon reflexes, three 
eases, Charles Rosenheck. 

d. Paralytie deformities of elbow and wrist—preliminary 
non-operative care, Walter Truslow. 
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e. Dystonia musculorum—orthopediec treatment and result 
(moving picture demonstration), Edgar D. Oppen- 
heimer. 

Diseussion by Philip S. Goodhart. 

Papers of the evening. 

a. The supratrochlear foramen, I. Seth Hirsch. 

b. Operative reconstruction work on the upper extremity, 
Arthur Steindler, Iowa (by invitation). 


SECTION OF OPHTHALMOLOGY 


Monday evening, February 21, at 8:30 o’clock 


ORDER 


Reading of the minutes. 

Clinical cases. 

a. Tower skull optic atrophy, Franklin Bracken (by invita- 
tion). 

b. Lantern slide demonstration, microscopic slides of cysts 
of the eye ball and orbit, Bernard Samuels. 

Papers of the evening. 

a. The development of the glaucoma scotoma, A. H. Tho- 
masson. 

b. Historical perspectives in ophthalmology, Arnold C. 
Klebs, Nyon, Switzerland (by invitation). 

Executive session. 


SECTION OF OBSTETRICS AND GYNECOLOGY 


Tuesday evening, February 22, at 8:30 o’clock 


ORDER 


Program from the Gynecological Services of the Post Graduate 
Hospital. 
I. Case report. 
Brief discussion of three cases of extra-vesical ureters, H. 
Dawson Furniss. 
Diseussion by Edward F. Kilbane. 
Papers of the evening. 
a. Clinical end-results following diathermy in gynecologic 
conditions, Mortimer Hyams (by invitation). 
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Discussion by Arnold Sturmdorf. 
b. Combined electro-coagulation and radium therapy for 
carcinoma of the cervix. Preliminary report, Thomas 
H. Cherry. 
Discussion by George A. Wyeth, Charles F. Finsterwald 
(by invitation). 
e. Uterus duplex unicollis (with comments on malforma- 
tions of the uterus), Walter T. Dannreuther. 
Diseussion by William P. Healy. 
d. Report on sperm examination in obscure cases of ster- 
ility, Gerard L. Moench. 


SecTION oF LARYNGOLOGY AND RHINOLOGY 
Wednesday evening, February 23, at 8:30 o’clock 


ORDER 


Reading of the minutes. 

Presentation of instruments. 

a. An operating and visualizing sinuscope, Samuel Morse 
(by invitation). 

b. A double spiral tonsil tenaculum, W. W. Carter. 

Presentation of cases. 

A ease of aberrant thyroid of the voeal cord, Sidney 

Yankauer. 

Paper of the evening. 

a. Functional restoration in repair of facial injuries. Color 
photography—lantern slides, J. Eastman Sheehan. 


SEcTION OF HISTORICAL AND CULTURAL MEDICINE 


Thursday evening, February 24, at 8:30 o’clock 


ORDER 


Reading of the minutes and annual report. 

Papers of the evening. 

a. Philosophy of history, John C. Hemmeter, Baltimore 
(by invitation). 

b. Pioneer medicine in Western Pennsylvania, Theodore 
Diller, Pittsburgh (by invitation). 
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ce. Some discussion of the life work of Albert G. Walter, 
with exhibition of colored drawings and original case 
histories, H. N. Malone, Pittsburgh (by invitation). 
Discussion, J. Ramsay Hunt, Bernard Sachs. 
III. Diseussion. 


PUBLIC HEALTH RELATIONS COMMITTEE 
Report on the Administration of the City Health Department 


February 28, 1927 
Honorable James J. Walker, 
Mayor of the City of New York, 
City Hall, 
New York City. 
My dear Mayor Walker: 

At the invitation of the Committee on Public Health Relations 
of The New York Academy of Medicine, Commissioner Harris 
eame to us and discussed the report which he had rendered to 
you under date of January 19. This report was analyzed in 
detail by us and was made the basis of a communication which 
we have submitted to the Council of the Academy. It gives us 
pleasure to send to you, enclosed, a copy of our report. 

Commissioner Harris has endeavored to carry out a general 
program for the improvement of the Health Department, and he 
has inaugurated very important progress in its work. Your 
foresight in appointing as Commissioner a man trained in public 
health has been amply justified, and has resulted in the strength- 
ening of your administration. 

The Committee is glad to assure you of its continued interest 
in the administration of the Department of Health, and to offer 
to you its hearty cooperation in carrying out your original pro- 
gram of progress. 

Since the public health of the city is a matter of vital impor- 
tance to all its citizens and is the particular responsibility of 
the medical profession, our report, as herewith submitted, will be 
published in the Bulletin of the Academy of Medicine. 

Yours very truly, 
CHARLEs Loomis Dana, 
Chairman. 
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To THE CouNcIL OF THE New YorK ACADEMY OF MEDICINE 


The present city administration took office with the understand- 
ing that an earnest effort was to be made to reorganize the De- 
partment of Health and to bring it to a high state of efficiency. 
To this Department is entrusted the guardianship of the health 
of the community. Its duties lie especially along the lines of pre- 
vention of disease, assurance of proper quality of foods on 
publie sale, protection of workers from health dangers incident 
to their work, and certain sanitary measures of a general nature. 
Each of these responsibilities has many ramifications, and their 
successful coordination is a difficult and complex matter, par- 
ticularly in a city as large and of as mixed a population as New 
York. It requires highly intelligent direction on the part of 
those in control, honesty, efficiency, and proper placing of those 
carrying out the work. 

From the close contact with the Department of Health, the 
Committee on Public Health Relations has been aware of the 
number and character of the important changes in the adminis- 
trative structure of the Department, the amendments to the 
Sanitary Code, and the enormous amount of public health educa- 
tion done through the medium of the daily press, publie ad- 
dresses, and the bulletins of the Department. The recent report 
to the Mayor by Commissioner Harris deals with work done in 
the Health Department during the past year, together with sug- 
gestions for further improvements. It may be taken as evidence 
of what has been accomplished in the way of betterment of past 
conditions. There are certain definite aspects of the work of the 
Department which are especially commendable and worthy of 
support: 

1. The most active responsibilities of the Health Department 
were taken away from inadequately controlled divisions and 
placed under the Bureau of Food and Drugs, where they prop- 
erly belong; 

2. The Municipal Tuberculosis Sanitarium at Otisville, New 
York, was placed under the direction of the Bureau of Hospitals 
of the Department, and, in this way, a better method of control 
over the medical work and the expenditures of the Sanitarium 
has been established ; 

3. The re-attachment of the Division of Industrial Hygiene to 
the Bureau of Preventable Diseases is noted with approval ; also 
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the abolishment of the Public Health Reserve Corps, a body of 
which this Committee had previously expressed its disapproval ; 

4. The organization of a Permit Board and of a Trial Board 
fixes responsibility for issuing permits to those engaged in the sale 
or preparation of food, and allows a suitable control over those 
receiving the permits. The system, as now established, is de- 
signed to eliminate the possibility of unfairness in connection 
with this phase of the Health Department. 

The changes in the Sanitary Code are all in the direction of 
further protecting the health of the public without seriously cur- 
tailing the rights of individuals or the liberties of the public. 
The achievements of the Department in the direction of better 
control of the milk supply of the city are a matter of public 
knowledge. The Commissioner’s report on this subject justifies 
the hope that a situation which was a potential menace to the 
health of the city is being remedied. The Committee takes espe- 
cial satisfaction in approving the work of the Department in this 
direction, and believes that every effort should be made to ac- 
quaint the citizens of New York with the need of giving the 
Health Department full authority and cooperation. The Com- 
mittee is not, however, prepared to express a final opinion con- 
cerning the suggestion that milk be declared a public utility by 
act of law. This is a matter to which a great deal of further 
thought and consideration should be given. 

The Committee very emphatically agrees with the Commis- 
sioner in believing that the present compensation for expert ser- 
vice in the Department is absolutely inadequate. One of the 
great handicaps of the Department is the lack of a sufficient 
number of properly trained technicians. Their work must be 
trustworthy and can be made so only if it is done by especially 
trained and highly qualified workers. The salaries offered by 
the city are inadequate to attract a sufficient number of such 
men, and the Commissioner should be supported in his efforts 
toward the reorganization of the Health Department. 

An important feature of the report is the mention of a spirit 
of cooperation between the Health Department and the other city 
departments, and with various business and professional activi- 
ties in the community at large. Without fostering of this co- 
operative spirit, many useful measures can be carried through 
only with great difficulty, and the Commissioner should be given 
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every opportunity to continue utilizing this aid for the benefit 
of the city. 

One of the most commendable achievements of the Department 
during the past year was the technically intelligent manner in 
which the needs of the Health Department have been studied by 
the Commissioner. We venture to say that the budget of the 
Health Department has never been presented with such an under- 
standing of the needs of the Department as it was last year. 

Reorganization of the work of the Willard Parker Hospital for 
Contagious Diseases, begun several years ago, has received fur- 
ther impetus. The service at this hospital has been put on a 
very high level of efficiency. Through affiliation with medical 
schools, it has become a center of teaching for medical students. 
The hospital has likewise made the necessary affiliation for the 
training of nurses in the care of contagious disease patients. 

The Health Department’s campaign against the soft coal smoke 
nuisance deserves special mention and commendation. The con- 
ditions that obtained during the coal strike might easily have 
presented the entering wedge for the continued use of soft coal, 
after the strike was adjusted. The Health Department has been 
particularly active in keeping before the public the importance 
of preventing this nuisance and has accomplished much in the 
actual abatement of the nuisance. 

The creation of a centralized bureau for all the public health 
nursing activities of the Department is a move in the right 
direction. 

We approve also the securing of special appropriations for 
research work in the Bureau of Laboratories and the efforts to 
re-establish the much needed Bureau of Public Health Education. 

The Commissioner’s report, as a whole, reflects the spirit of 
activity and progress pervading the Department and the intelli- 
gent direction of its work, and it is an emphatic testimony to the 
wisdom of the Mayor in appointing a man trained in public 
health and in steadily supporting the work and policy of his 
appointee. 

Committee on Public Health Relations, 
By Cuarzues L. Dana, Chairman. 


Approved by the Council of The New York Academy of Medi- 
cine, Samuel W. Lambert, President. 
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Report on Ambulances 


The Committee has considered the following three questions 
with reference to the ambulance problem of this city: 


1. Is the practice on the part of ambulance surgeons of pri- 
vate hospitals to transport a certain proportion of cases 
to municipal hospitals to be considered prejudicial to 
the health and life of these patients? 

2. Is the tendency on the part of private hospitals to give 
up ambulance districts detrimental to the teaching of 
traumatic surgery? 

3. Should ambulance work be carried on entirely by the 
city, and, if so, what is the best method of organiz- 
ing it? 


I 


The Committee studied the records of three hundred and seven- 
teen cases which were transported in Brooklyn to the municipal 
hospitals during the first six months of 1926. With two possible 
exceptions, no hazard to the life of the patient was involved in 


the removal to a more distant hospital. In the opinion of the 
Committee, the only conditions which require the taking of the 
patient to the nearest hospital are acute hemorrhage, gun-shot or 
stab wounds of the abdomen, and conditions requiring trache- 
otomy. 

There are many reasons for the ambulance surgeon transport- 
ing the patient to a municipal hospital. First of all, he is under 
instructions not to bring to the hospital certain types of cases, 
such as alcoholism, drug addiction, communicable diseases, ery- 
sipelas, and so on. Secondly, the ambulance surgeon is com- 
pelled to take the patient to another hospital because of a lack 
of beds in his own. Thirdly, the ambulance surgeon knows that 
certain hospitals are especially equipped for the care of certain 
conditions. 

In examining the list of conditions of the ambulance patients 
who were transported to municipal hospitals, there were several 
instances where, in the opinion of the Committee, it was more 
advantageous to the patient to be taken to a large municipal 
hospital with adequate resources rather than to a small private 
hospital inadequately equipped. 





268 


In connection with the gun-shot wounds, it must be remem- 
bered that in many instances the patient is a prisoner and it is 
extremely inconvenient to take such a patient to a private hos- 
pital where there exist no special prison wards. 

To summarize this first question under consideration, it is the 
judgment of the Committee that on the basis of the evidence 
submitted there was no malpractice in the direct transportation 
of these cases to municipal hospitals and that the patients were 
not subjected to any extra hazard on account of it. 


II 


A large number of people when falling ill or when injured in 
the city streets are taken by taxicabs to the nearest hospital where 
they are almost invariably admitted whenever vacant beds are 
available. In view of these conditions, practically every hospital 
has opportunities to treat traumatic injuries. The interne staff 
of every hospital in the city has opportunity for experience in 
this type of surgery whether or not it is a hospital which oper- 
ates an ambulance. The Committee feels that no hospital 


should be urged to maintain an ambulance service because of 
the opportunity it affords for the training of the surgical staff 
in traumatie surgery. 


III 


It is evident, in so far as ambulance service is concerned, that 
the trend of evolution is to give up ambulance work on the part 
of private hospitals. The few that still maintain ambulance ser- 
vice do so chiefly for traditional reasons. It is the opinion of 
the Committee that in the not very far distant future most 
of the ambulance work will have to be carried on by the munici- 
pality. In view of that, it is the opinion of the Committee 
that the matter should be given consideration by the ciy authori- 
ties as how best to organize the municipal ambulance service sys- 
tem. In some American cities the entire ambulance work is done 
by the city under the auspices of the police department. This 
might, perhaps, be considered in New York City. Different dis- 
tricts might be assigned to each tax-exempt hospital for a certain 
number of cases. Information regarding available beds could 
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be kept in each police precinct and the patients taken to the 
nearest hospital where facilities were known to be available. 


THE LIBRARY AND ITS NEW FEATURES 


The Library has now been in its new quarters for more than 
three months and gradually it is beginning to run more smoothly. 
It seems a good opportunity to tell the Fellows and other readers 
what changes have had to be made to meet the new conditions and 
what increased benefits can be enjoyed in the new building. 


Lobby 


On entering the library from the elevator, bags and papers may 
be left at the attendant’s desk and reclaimed on leaving. At the 
far (east) end of the lobby, beyond the delivery desk, are the two 
ecard catalogues plainly marked ‘‘ Authors’’ and ‘‘Subjects’’ and 
on shelves above and below the catalogue drawers are placed two 
complete sets of the Index Catalogue of the Surgeon General’s 
Library, of the Index Medicus, and the Quarterly Cumulative 
Index. The Reference Handbook of Medical Sciences, the new 
dictionaries, the Who’s Who, the latest editions of dictionaries of 
English and other languages, and the most recent medical dic- 
tionaries are also there. Boxes of eall-slips used in ordering 
books from the stacks are also on the tables. Readers are re- 
quested to replace the catalogue drawers or books which they 
consult in the lobby. 


Reading Room 


This has six tables and seats for one hundred and eight read- 
ers. Ranged clockwise around the walls of the room, commenc- 
ing just to the right of the door opposite the delivery desk, are 
the bound periodicals for about the last five years. Some have 
asked why. we do not have in this room the last five years of 
every medical magazine. The answer is that of those periodicals 
for which there is great demand we have placed volumes for per- 
haps ten or fifteen years. Such magazines are the Journal of 
American Medical Association, the British Medical Journal, The 
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Lancet, the American Journal of Medical Sciences. In the reading 
room in 43rd Street, the periodicals were arranged according to 
language, that is, there were five or six alphabets. Here, on the 
other hand, they are arranged in one alphabet irrespective of 
language according to the first word of the title (omitting ar- 
ticles). Another copy of the Catalogue of the Surgeon General’s 
Library, Index Medicus, modern systems of medicine and sur- 
gery, a few recent textbooks representative of al! the branches of 
medicine and the ancillary sciences, and the Encyclopaedia Brit- 
tanica have been placed, as a small collection of reference books, 
on the shelves on both sides of the middle window in the north 
wall. Readers are earnestly requested to return these books to 
the shelves, but to leave on the tables those bound periodicals 
which they have taken down. The space across the middle of 
the room has been used twice for specially arranged exhibits of 
books and portraits—‘‘Some Early and Later Medical Amer- 
icana’’ and ‘‘Laennec and Auscultation.’’ 


Periodical Room 


The magazines of the current volume are arranged in one 
alphabet just as in the reading room. It will be remembered 
that the American periodicals were in the lower, and the foreign 
ones in the upper, room in 43rd Street. Beginning at the left 
of the door at the end of the lobby the alphabet runs clockwise 
around the walls and then from east to west and from west to 
east zig-zagging along both sides of the three free-standing cases 
which traverse the room. The only exception to the strictly 
alphabetical arrangement is found at the end where a few of 
the recent Russian periodicals follow the Z’s. This scheme of 
having only one alphabetical series is ‘‘new to us’’ but the idea 
seems to be a simple and logical one and is much in use elsewhere 
to-day. Formerly there was difficulty in tracking down an 
American or an English periodical for although it was printed 
in English it might be upstairs in the foreign section or down- 
stairs in the American one. Again readers are requested to leave 
the periodicals on the table when they have finished with them. 
An assistant now has charge of the current medical journals and 
will be of great help to the Fellows and other readers. 
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Fellows’ Room 


In this room, where, by the way, Fellows may smoke, the new 
books, arranged alphabetically by author, are kept for three 
months, after which time they may be borrowed from the library. 
It is intended in the near future that poems and other literary 
works of doctors and works of the laity which have a medical 
flavor will also be put in this room. Such books should appeal 
to Fellows who wished to browse in this comfortable room. It is 
astonishing the number of odd corners of literature which have 
been adorned by the writings of doctors. By common consent, 
biographies are interesting reading so the Academy’s large col- 
lection of biographies of medical men and scientists, which have 
one man as their subject, have been placed on the shelves in the 
Fellows’ room. The younger Fellows, especially, will find a 
great stimulus from the accounts of these lives. It is desired 
that the new books, which Fellows consult, should be left on the 
tables and not returned to the shelves. Again, as noted on the 
backs of the call-slips, readers are asked to kindly return to the 
delivery desk those books which they have received from an at- 
tendant there. In the Fellows’ room will be found Academy 
notepaper, pen, and ink. 


The Stacks 


As was the ease at the old building, Fellows, on applying to the 
Librarian, may go into the stacks to refer to the books arranged 
in the various sections on the shelves. In 43rd Street there were 
only three floors in the stack but here there are nine, the eighth 
being on the level of the general library. The pages who fetch 
books all form a new staff and as soon as they are familiar with 
the positions of the classes of books on all the floors the service 
will be quicker than it is at present. There is ample room for 
expansion for some years to come and the books and bound 
periodicals have been arranged on the shelves so that new acces- 
sions ean be added as they come in. On the upper three floors 
are the textbooks and pamphlets (octavo and quarto) and on the 
sixth down to the second floor (inclusive) are the files of journals 
arranged in one alphabet according to title. The health publica- 
tions of various countries, states, provinces, counties, boroughs, 





272 


municipalities, ete., provided they do not contain clinical papers, 
have been classified as ‘‘documents’’ and arranged on the shelves 
at the end of the second floor. The proceedings of international! 
congresses are there also. On the lowest floor of the stack, which 
is on the same level as the sub-basement of the main part of the 
building, are kept a large collection of duplicate textbooks and 
medical periodicals. In the receiving and shipping room tripli- 
eates are stored unto such a time as they can be disposed of 
through the Medical Library Exchange. 


Cubicles and Study Rooms 


There are fifteen cubicles with window, table, light, and chair, 
five to a floor, on the three upper floors of the stack. Fellows 
may engage these through the Librarian for a week at a time free 
of cost and the permission may be renewed if the room is not 
wanted by others. Books may be left in these cubicles by the 
Fellows, who have engaged them, but a record of where the vol- 
umes are is kept at the delivery desk in case they are requird by 
other readers. On the third mezzanine floor are seven still 


quieter study rooms to which Fellows may retreat. The assess- 
ment for these is fifteen dollars per month but they can not be 
engaged in advance for more than three months lest others should 
require them. 


Call-Slips 


In a well run library an account should be kept at all times of 
where every book is. Any given book at the present time may 
be: in its proper place in the stack; misplaced in the stack; at 
the bindery; in the photostat room; in the reading, periodical, 
or Fellows’ room; on exhibition in one of the show cases; in use 
by one of the staff of the library ; in any one of the fifteen cubicles 
or eight study rooms; lent to another department of the Academy, 
to a Fellow, or even to another medical library outside of New 
York. The Library Committee has gone into the question of 
how best to keep track of the books and has decided that readers 
must sign a slip for each book received from the book stacks. 
These slips are kept at the delivery desk, filed in alphabetical 
order under author, and when the reader returns his books to the 
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desk he receives his slips in exchange for them. If he feels that 
he may require the books again at some future date, and he is 
wise, he will keep the slips and use them the next time he visits 
the library. It would be a very good plan if Fellows were to 
have a small supply of slips at home to be filled out there with 
any reference (they come across in their reading) which they 
wish to look up at the Academy. Then, for once and for all, the 
reference would be written out and, besides, backs of envelopes 
and suchlike scraps of paper, usually used for such a purpose, 
are makeshifts at the best and they have a very real way of losing 
themselves, as many a Fellow will be ready to admit! These call- 
slips have not been introduced for any statistical purpose what- 
soever. Statistics have been cut down to a minimum and if we 
know from the registry book the number of readers per day that 
is enough. 


Bibliographical Department 


By means of the original grant of the Rockefeller Foundation 


it has been possible to start a separate bibliographical department 
in the library and the staff at present consists of five persons some 
of whom work only for a half a day. On application to the 
Librarian, a list of references on any medical subject will be pre- 
pared and the articles set aside in order that the physician may 
come and read them. A medical author should, we feel, make 
his own abstracts as far as possible. Where the doctor cannot 
translate the article we ean do this for him. The charges are as 
follows: 


Ordinary Service 
(Making a bibliographical Translating 
list of references) (Abstracting) 


Fellows $ .50 an hour $ .75 an hour 
$1.00 an hour $1.50 an hour 


Copies are kept of all the bibliographies which are made in 
order to avoid repetition of such work later on. 
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Photostat Department 


We have a photostat room in the sub-basement and a skilled 
technician has been at work there since the middle of December. 
The charges are the same as those of the New York Public Library 
and there is no reduction for Fellows. They are as follows: 


Size Negative Positive 
8” x 14” $ .25 $ .20 
11” x 14” $ .30 $ .25 
14” x 14” $ .40 $ .30 
18” x 14” $ .50 $ .40 


Minimum charge $ .50 
A. M. 


RECENT ACCESSIONS TO THE LIBRARY, JANUARY 


Barbour, A. H. F. Gynecological diagnosis and pathology. 
3. ed. 
Edinb. Green. 1926. 233 p. 
Bast, T. H. The life and time of Adolf Kussmaul. 
N. Y. Hoeber. 1926. 131 p. 
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THE EDWARD N. GIBBS MEMORIAL PRIZE FUND 


The income of this fund, amounting to approximately $1,000 
annually for three years, is available for research upon diseases 
of the kidney. 

Workers in properly equipped laboratories desiring to apply 
for a grant in this fund may make application to the Committee 
of the Edward N. Gibbs Memorial Prize Fund, The New York 
Academy of Medicine, Fifth Avenue and 103rd Street, New 
York City. 
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NEW ACADEMY COMMITTEES 


The Council reports to the Academy that it has appointed a 
committee consisting of Dr. Hartwell, Chairman, Drs. Beekman, 
Carter, Milliken, Moorhead and Wightman, to revise the Con- 
stitution and By-Laws. This committee has had a series of 
meetings and will probably recommend some minor changes in 
the By-Laws. 

The Council has also appointed a committee consisting of Drs. 
MeKernon, Park, Duel, Sachs and Wallace to consider the pos- 
sible future unfortunate results to the practice of medicine, which 
might grow out of the restrictions on medical practitioners as 
evidenced by the decision of the Supreme Court in regard to 
Article VII of the Volstead Act in restricting the rights of physi- 
cians in prescribing spirituous liquors for patients. This matter 
will be given the most careful consideration and be discussed 
thoroughly by the Council before any opinion is rendered to the 
Academy. 

The Trustees have appointed a special Finance Committee con- 
sisting of Drs. Lambert, Miller, Pool and Milliken, which expects 
to seek the advice of several business men and bankers as to the 
investing of the Academy’s funds. This action has been taken in 
anticipation of the final payment on the sale of the 43rd Street 
property which will provide approximately $500,000 for imme- 
diate investment, and the anticipation of the Rockefeller Foun- 
dation payment on account of its appropriation of a million and 
a quarter during 1928, 1929 and 1930. 
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CATALOGUE OF AN EXHIBITION OF WORKS IN THE 
PLASTIC AND GRAPHIC ARTS BY AMERICAN 
PHYSICIANS 
THE FIRST EXHIBITION HELD AT THE NEW YORK ACADEMY 


OF MEDICINE, FIFTH AVENUE AND ONE HUNDRED AND 
THIRD STREET, NEW YORK, MARCH 1ST TO 15TH, 1927 


INTRODUCTION 


By SAMUEL LAMBERT, M.D. 
President of The New York Academy of Medicine 


The activities of the members of the Medical Profession in lit- 
erature and art form a side light on the lives of busy men which 
is very seldom brought to public view. It is more unusual to 
associate the profession with achievement in art than with success 
in literary or musical work. Many physicians have been skilled 
performers in musie and some have become so famous in English 
literature that the lay public hardly knows that they were physi- 


cians at all. The careers, for example, of Oliver Wendell Holmes, 
Oliver Goldsmith, Tobias Smollett, were those of literary geniuses 
rather than of medical practitioners. 

The present exhibition is a first effort to put on public view the 
work of contemporary American physicians in the plastic and 
graphie arts. It is by no means an attempt to be complete, but 
an earnest effort to draw from the whole country has succeeded 
in bringing together examples from the far West as well as from 
the nearer cities of the East. It is an exhibition collected in New 
York and therefore a majority of the exhibits are from this 
city. It is hoped that subsequent exhibitions will follow and that 
a larger representation from the general profession can be gotten 
together. That busy doctors can find time to acquire the skill 
to do the things shown in the Academy of Medicine at this ex- 
hibition proves a most important fact that makes for health and 
contentment in life. Every man and woman should find a hobby 
to ease the routine of business and of home living. And this 
hobby should, at least, have an absorbing interest and preferably 
should demand a creative effort. 
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List oF WORKS 


. ROBERT ABBE (New York City) 
1 Head of Somes Sound Foggy Day—Water color. 
2 <A Corner in My Office—Water color. 
3 ‘*Brook End,’’ Bar Harbor—Water color. 
4 Mushrooms—Water color. 


. A. C. ABBOT (Philadelphia) 


Summer Sky Over Vineyard Sound—Oil. 
Indian Summer on the Schuylkill—Oil. 
Cherry Blossom Time—Oil. 
Ogunquit Dunes Beach—Oil. 
Company—Shop Pond—Oil. 

10 Drifting Fog—Maine Coast—Oil. 


. FREDERICK ADAMS (Seattle) 


11 Landscape—Oil. 
12 Winter Scene—Oil. 


. DAVID I. ARBUSE (New York City) 


Museum of Art—Drawing. 
Washington Arch—Drawing. 

Hall of Fame—Drawing. 

World Tower—Drawing. 

Supreme Court Building—Drawing. 


President Wilson—Drawing. 
Salome—Drawing. 

Madonna and Jesus—Drawing. 
Drawing. 

Drawing. 

Sketch. 

Sketch. 


DR. ALFRED J. ASGIS (New York City) 


25 Portrait of Dr. George W. Mackenzie—Oil. 
26 Portrait of Dr. Mary K. Baker—Oil. 
27 Alone—Oil. 


DR. JAMES C. AYER (New York City) 


My Studio—Oil. 

Interior—Oil. 

Portrait Study, ‘‘ Franya’’—Oil. 
Portrait Study, ‘‘Sally’’—Oil. 
Portrait Study, ‘‘Sally’’—Oil. 
Portrait Study, ‘‘ Rosalie’ ’—Oil. 
Figure Study, ‘‘ Carmen ’’—Oil. 
Still Life—Oil. 

Self Portrait—Oil. 


DR. HENRY A. BANCEL (New York City) 


37 Fishing Boat, Montauk-—Water color. 
38 Palisades, Hudson River—Water color. 
39 Marshes, Hudson River—Water color. 
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40 Beach at Montauk—Water color. 
41 Cedar Trees, Barnegat—Water color. 
42 Still Life—Water color. 


. BENJAMIN 8S. BARRINGER (New York City) 


43 ‘*The Spaniards,’’ Hampstead Heath—Oil. 
44 Thatched Cottage, Golders Green—Oil. 

45 The Lane, Kinderhook—Oil. 

46 Old Well House—Oil. 

47 Apple Trees—Oil. 

48 Lazaretgasse, Vienna—Pastel. 

49 Late Fall—Pastel. 

50 Winter’s Afternoon—Pastel. 


. EMILY DUNNING BARRINGER (New York City) 


51 Ground Plan of Country House—Rhotograph. 
52 Views of Exterior—Photograph. 
53 Views of Interior—Photograph. 


. WILLIAM ALLEN BARTLETT (N. Y. City, Deceased) 
(Loaned by Mrs. Bartlett) 


54 The Promised Land—Oil. 
55 The Whispering Palms—Oil. 
56 His Bridge—Oil. 

57 A Painted Ship—Oil. 

58 Across the Fields—Oil. 

59 Autumn Skies—Oil. 


DR. 8. BAUCH (New York City) 


60 Landscape with Spire, Woodstock, N. Y.—Oil. 
61 Spring, Apple Blossom, Woodstock, N. Y.—Oil. 
62 Santa Barbara Mountain—Oil. 
63 Early Autumn, Woodstock—Oil. 
64 Late Autumn, Woodstock—Oil. 
65 Portrait—Oil. 
66 Woods—Oil. 
67 Cherry Orchard (Loaned by Muriel Hannah)—Oil. 
68 Landscape with Cow—Oil. 
69 Portrait—Mother—Oil. 
Portrait of a Lady (Loaned by Pauline J. Zelman)—Oil. 
Mid-Summer Landseape—Oil. 
Manilla Landscape—Oil. 
Still Life—Oil. 
Portrait of a Basque (Loaned by Pauline J. Zelman)—Oil. 
Portrait—Pastel. 
Sunset—Water Color. 
Maple Tree in Autumn—Oil. 
Still Life (Loaned by A. Faggi)—Oil. 


DR. NATHAN BERGER (New York City) 
79 Portrait—(Mrs. Ida Berger)—Sculpture. 


DR. ADOLF BONNER (Brooklyn) 


80 Still Life—Oil. 
81 Still Life—Oil. 
82 Portrait of Mrs. Bonner—Oil. 





DR. ALFRED BROWN (Omaha) 
83-88 Book Plates. 


DR. AMASA DAY CHAFFEE (New York City) 


89 Rivington Street, N. Y.—Photograph. 
90 Breton Road—Photograph. 

91 Douarninez—Finistere—Photograph. 
92 Auray—Finistere—Photograph. 

93 Chinon—Indre-et-Loire—Photograph. 


. CLARENCE DE LA CHAPELLE (New York City) 


94 University and Bellevue Hospital Medical College (Loaned by the 
. College). 

95 King of the Air—Drawing. 

96 Old Faithful-—Drawing. 

97 ‘*Attention’’—Drawing. 

98 Ralph—Drawing. 

99 Design for Personal Book-Plate—Drawing. 


. ROCKWELL A. COFFIN (Boston) 


100 Two Geese—Dry Point. 
101 Evening—Dry Point. 


. MILTON COHEN (New York City) 


103 Boy and Pelican—Sculpture. 
104 Sunrise—Sculpture. 
105 Fountain Group—Sculpture. 


. SOLIS 8. COHEN (Philadelphia) 


106 The Emancipator—Portrait Head—Oil. 
107 By the Lake—Oil. 

108 By the Lake-—Oil. 

109 Out of My Window—Pastel. 

110 Out of My Window—Pastel. 

111 Out of My Window—Pastel. 


. FRED J. COTTON (Boston) 


112 Whippets at Play—Sculpture. 

Portrait of Mrs. Barnard Prince—Sculpture. 

Girl Reading—Sceulpture. 

The Elderly Faun—Sculpture. 

Two Pencil Drawings. 

Three Charcoal Drawings. 

Pen Drawing. 

Rising Sun Tavern—Vignette. 

Baldwin Memorial Church—Vignette. 

Portrait of Dr. John Ridlon (Loaned by Dr. Nat. Allison)— 
Crayon drawing. 

Speaker of the Evening (Loaned by Mr. Walter C. Howe)—Pen 
drawing. 

The Cobalt Corner, ‘‘Clyde River’’—Water color. 

Square Tail and Parmachene—Water color. 

Illustrations, ‘‘ Wall-Eyed Caesar’s Ghost.’’ 
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. CHARLES L. DANA (New York City) 


126 The Contribution of Doctors to the Art of Poetry. 

127 The Contribution of a Doctor (Dr. C. L. Dana) to the Art of 
Book-Making. 

128 The Contribution of a Doctor (Dr. C. L. Dana) to the Art of 
Translating and Pictorially Interpreting Poetry. 


. A. T. DEBON (New York City) 
129 Bowl—Pottery. 


. H. C. DENMAN (Brooklyn) 


130 <A Spanish Garden—Drawing. 
131 Going to Market—Drawing. 
132 A’ Chureh Door—Drawing. 


. ROBERT L. DICKINSON (New York City) 


133 Stateliness and Color in Chinese Ships. 

134 <A Foochow Pole Junk. 

135 A Hangkow Trader. 

136 A Canton North River Boat with Masts Meeting Aloft. 
137 Stenography in Color. 

138 The Near East and North and South Europe. 
139 Leaves from Sketch Books of the Far East. 
140 The Stenography of Faces. 

141 Outlines for One’s Card Catalog of People. 
142 Book Plates for Hospitals and Doctors. 

143 Panoramas From My Walkbooks. 

144 The Palisades. 

145 The New York and the Washington Books. 
146 Keeping New York Wild—In Its Parks. 

147 Selection From a Series of Drawings. 

148 Oaks of Quiogue, Long Island. 

149 The Sweep of Woods Hole, Cape Cod. 

150 <A Montauk Sunset. 

151 The Hedge Patterns of Devonshire at Totnes. 
152 The Oldness of Bergen in Norway. 

153 The Setting of Peking as Seen From the Western Hills. 


. VERA B. DOLGOPOL (New York City) 
154 Sea Gate—Pastel. 
155 Sea Gate—Pastel. 
156 Staten Island—Pastel. 

. G. DUNAIF (Brooklyn) 


157 Mother—Bronze. 


. P. T. ERICKSON (Mt. McGregor, N. Y.) 


160 Spring Green on Mt. Baker—Oil. 
161 ‘‘Winter Sunshine’’—Oil. 


. GEORGE R. ELLIOT (New York City) 


162 George Washington—Relief. 
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DR. H. FISCHER (New York City) 


Guardians of the Pool—Oil. 

Bronx River, N. Y.—Oil. 

Trout Brook in the Berkshires—Oil. 

October Morning—Oil. 

Silent Places—Oil. 
168 Still Life—Oil. 
169 Gay Head, Martha’s Vineyard—Oil. 
170 ‘‘The Watchman,’’ Arches Canyon, Utah—Water color. 
171 ‘‘God’s Fingers,’’ Arches Canyon, Utah—Water color. 
172 ‘*Devil’s Garden,’’ Arches Canyon, Utah—Water color. 
173 ‘Castle Arch,’’ Arches Canyon, Utah—Water color. 

174-194 Etchings. 

195 Sereen. 


DR. ALPHEUS FREEMAN (New York City) 


196 The Harbor—Barnegat City—Water color. 
197 Central Park—Water color. 
198 In the Crypt—Westminster Abbey—Water color. 
199 A Lazy Surf—Water color. 
200 Caretakers Cottage—Killarney—Water color. 
201 The Harbor—Barnegat City—Water color. 
202 Barnegat Light—Water color. 
203 Lake Hill—Catskills—Water color. 
204 Central Park—-Water color. 
205 Barnegat Light—Water color. 
206 Channel Bass—Water color. 
207 Old Church at Navesink—Water color. 
At Harvey Cedars—Water color. 
Long Beach Club—Barnegat—Water color. 
Fishing Tackle—Water color. 
Fishing Tackle—Water color. 


DR. A. H. FRIDENBERG (New York City) 
212-223 Studies of Brook Trout—Water colors. 


DR. PERCY FRIDENBERG (New York City) 


224 Winter Harbor Cliffs—Water color. 
225 Hackensack Meadows, Winter—Pastel. 
Covered Way, Rothenburg—Pastel. 
Sea and Sky—Gardiner’s Bay—Pastel. 
Nude—Pastel print. 
The Runaway Girl—Pastel print. 
Die kleine Gasse—Pastel print. 
Nude Reclining—Pastel print. 
Columbia College—-Early 80’s—6 subjects—Lithograph. 
Sunset Weehawken—Lithograph. 
White Sloop, Greenport—Lithogroph. 
Patchogue Harbor—Lithograph. 
Dawn—Lithograph. 
Gas House Dock—Etching. 
White Schooner—Etching. 
Shelter Island Heights—Etching. 
Claremont, North River Dock—Etching. 
Central Park, Fifth Avenue—Etching. 
The Headland—Etching. 





243 
244 
245 
246 
247 
248 
249 
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The Sloop—Etching. 

Patchogue Harbor—Drawing. 
Sunset—Drawing. 
Weehawken—Drawing. 
Gloucester Shore—Drawing. 

The Diver—Drawing. 

Designs and Plates of Ex Libris. 


. ARPAD GERSTER (New York City, Deceased) 


250 
251 
252 
253 
254 


toto to tor 


Oro or ot 
DNAS 


259 
260 
261 
262 
263 
264 
265 
266 
267 
268 
269 


Portrait of Himself (Loaned by Dr. Dana)—Oil. 
Long Lake—Oil. 

Arecibo Valley—Oil. 

Boat House—Oil. 

Mississippi Houseboat—Oil. 
Split—Rock Cove—Oil. 

Long Lake—Oil. 
Chinaman—Etching. 

John Gers'er—Etching. 

End of Carry—Etching. 
Beethoven Study—Etching. 

Old Tramp—Etching. 

Old Forge—Etching. 

Group of Six—Etching. 

John Gerster— Etching. 
Raequette Lake Point—Etching. 
Dawn at Nassau—Etching. 
Dawn—Etching. 
Verdasz—Etching. 

Sunset on the Cliff—Drawing. 


. GEORGE GRAY (Hyannis, Mass.) 


270 
271 


Poponessett—After the Sun Goes Down—Pastel. 
Nahaut Bay—A Little Thick Outside—Pastel. 


. ISIDOR NADLE (New York City) 


979 


alse 
273 
274 
975 


afv 


276 


Genevieve Tobin. 
Dr. Ramon Guiteras. 
Gertrude Reynold. 
Geraldine Farrar. 
Viola Graham. 


. JAMES PARTON HANEY (New York City, Deceased) 


277 


278 


279 
280 
281 
282 
283 
284 


. W. 


Ogunquit Fish-Houses (Loaned by Kate Haney)—Water color. 

Bridge Over the Ogunquit River (Loaned by Kate Haney)— 
Water color. 

Perkin’s Cove, Ogunquit (Loaned by Kate Haney)—Water coler. 

The Bridge (Loaned by School Art League)—Drawing. 

The Willows (Loaned by Schoo] Art League)—Drawing. 

A Fishing Village (Loaned by School Art League)—Drawing. 

Breaking Waves (Loaned by School Art League)—Drawing. 

Fish Houses at Ogunquit (Loaned by Newark Museum)—Water 
eolor. 


MORGAN HARTSHORN (New York City) 


Four Sketches of St. Andrews, N. B. 
Woodmont Shore, Woodmont, Conn. 
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287 Woodmont Pasture, Woodmont, Conn. 
288 Rock of Gibraltar from the Ship. 

289 Still Life. 

290 Obelisk in Central Park. 

291 The Pool. 


DR. WARD A. HOLDEN (New York City) 
292 to 299 Sea Shore Sketches—August—Pastel. 


DR. I. SETH HIRSCH (New York City) 


300 Nareissus—Sculpture. 
301 Cytherea—Sculpture. 
302 A Study—Sculpture. 
303 O. P. D. (Out-Patient-Department)—Sculpture. 
304 A Study—Sculpture. 


. LEIGH HUNT (New York City) 


305 Evening in Normandy (Rousseau)—Etching. 
306 The Silvery Thames—Lithograph. 

307 Laarren—Aquatint. 

308 Brunel’s Bridge, Plymouth, Devon—Oil. 

309 Early Morning off Rotterdam—Etching. 

310 Old Dutch Woman—Etching. 

311 Alkmaar—Etching. 

312 A Canal in the Ghetto—Etching. 

313 Pool Below London Bridge—E‘ching. 

314 Les Grandes Malades—On the Meuse—Etching. 
315 Putney-on-Thames—Etching. 


. JOHN E. HUTTON (New York City) 


316 Marine—Water color. 
317 Study of a Baby’s Head—Water color. 


. CHARLES H. JAEGER (New York City) 


318 The House in the Woods—Photograph. 
319 The Day is Done—Photograph. 

320 Sweepers of the Sea—Photograph. 

321 In Kew Gardens, London—Photograph. 
322 Streamers—Photograph. 

323 Gateway—Dinan—Photograph. 


. CHAS. L. JANSSEN (New York City) 


324 Portrait—Oil. 
325 Window—Oil. 
February—Oil. 


. ARTHUR JOHNEN (New York City) 


326 Small Head (Mrs. A. Johnen)—Sculpture. 
327 Moonlight—Oil. 

328 Summer Day—Oil. 

329 The Approaching Storm—Oil 


:. DAVID M. KAPLAN (New York City) 


330 Still wie die Nacht—Water color. 
331 L’Heure Exquise—Water color. 
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332 Daddy—Water color. 

333 Le Jour De Gloire—Water color. 
334 The Silent North—Water color. 
335 Berenice’s Comb—Water color. 
336 Crepusculo—Water color. 

337 He Is There—Water color. 

338 Whither, Whence?—Water color. 
339 Hail, Alaska—Water color. 

340 Christmas—Water color. 

341 Maine—Water color. 


. THERON WENDELL KILMER (New York City) 


342 Charles Gilmore Kerley, M. D.—Photograph. 
343 Henry Koplik, M. D.—Photograph. 

344 A. Jacobi, M. D.—Photograph. 

345 An Old Model—Photograph. 

346 Virgil P. Gibney, M. D.—Photograph. 


. ROBERT KOCH (Brooklyn) 
347 Example of Hand-Made Marquetry Containing 16,600 Pieces of 
30 Varieties of Natural Woods. 
348 Example of Hand-Made Marquetry Containing 8,458 Pieces of 51 
Varieties of Natural Woods. 
349 Example of Hand-Made Marquetry Containing About 1,700 Pieces 
of Many Varieties of Natural Woods. 


. B. LIBER (New York City) 
350 ‘*As a Doctor Sees It’’—(Original drawings illustrating the 


author’s book). 
351 Sketches From My European Trip. 
352 Other Sketches. 


. FERDINAND McHALE (New York City) 

353 The Boston Clipper—Oil. 

354 Old Frigate—Oil. 

355 They Call Me Satan—Water color. 

356 Second Fall of Christ on the Road to Golgotha—Water :olor. 
357 Street in Pompeii—Water color. 

358 Chinese Junker and the Poppy—Water color. 


. R. TAIT McKENZIE (Philadelphia) 


359 The Sprinter, 4 life size—Sculpture. 

360 The Plunger, % life size—Sculpture. 

361 Effort—Sculpture. 

362 Breathlessness—Sculpture. 

363 Fatigue—Sculpture. 

364 Exhaustion—Sculpture. 

365 Medallion, Joy of Effort—Sculpture. 

366 Medallion, Portrait of Chevalier Jackson—Sculpture. 
367 Medallion, The Gerhardt Medal—Sculpture. 
368 W. W. Keen, Portrait—Sculpture. 

369 Weir Mitchell—Sculpture. 

370 Aeseulapius Medal—Sculpture. 

371 Walt Whitman Medal—Sculpture. 

372 Sketch Club Medal (cast)—Sculpture. 

373 Lenape Club Medal (cast)—Sculpture. 





293 


Sir Robert Jones—Sculpture. 
Wilfred Grenfell—Sculpture. 


DR. A. R. McMICHAEL (New York City) 


374 Linecoln—Sculpture. 
375 Lineoln—Drawing. 


. WALTER MENDELSOHN (Philadelphia) 

376 A Long Case Clock Movement, the Face Executed in Metal and 
Illustrating the Heraldry of New York. 

377 Silver Jewelry, Consisting of Two Silver Bracelets in the Hindu 
Style, and of Two Silver Necklaces. 


. HENRY MINSKY (New York City) 
378 Landscape—Oil. 
379 Landscape—Oil. 
380 Landseape—Oil. 


. HENRY N. MOELLER (New York City) 

381 Portrait of Alice Louise Moeller—Sculpture. 

382 Polo Group—Sceulpture. 

383 Moose—Sculpture. 

384 Small Replica of Memorial Tablet Erected in Havana, Cuba, on 
the House in Which Doctor Elisha Kent Kane, U. 8S. A., 
Arctic Explorer, Died—Sculpture. 

385 Partridge Hunting—Oil. 


. HARRIS P. MOSHER (Boston) 

386 The Mayflower in Marblehead Harbor—Oil. 

387 Mother Submarine and Submarines—Oil. 

388 Flower Piece—Oil. 

389 The Market Place, Halle, Germany—Pencil drawing. 
390 Puppet Heads—Plastic wood. 

391 Alice—Plastie wood. 

392 The Mad Hatter—Plaster. 

393 The Duchess—Plaster. 

394 The White Queen—Book Ends—Pair—Plaster. 
395 The Mad Hatter—Plaster. 

396 The Duchess—Statuettes—Plastie wood. 

397 The Village Idiot—Plastie wood. 

398 Mrs. Mosher’s Dog—Plastie wood. 

399 The Little Dog Who Wouldn’t Wag His Tail—Plastie wood. 
400 Mr. L.—The Sculptor—Plastie wood. 

(Costumes by Mrs. Mosher). 
401 Mrs. Mosher—Plastice wood. 


. J. K. MOSSMAN (New York City) 
402 Leopard—Sculpture. 

403 Black Leopard—Sculpture. 
404 Torso of Fighter—Sculpture. 


. EDWARD H. MUNCIE (Brooklyn, Deceased) 
405 Under Full Sail—Oil. 

406 Sunset—Pastel. 

407 Lake Superior—Pastel. 
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DR. ARTHUR NILSIN (New York City) 
410 The Acrobat—Photograph. 
411 Gossips—Photograph. 
412 Araby—Photograph. 
413 The Earring—Photograph. 
414 The Hallway—Photograph. 
415 Under Control—Photograph. 


. RUSSELL BURTON-OPITZ (New York City) 


416 Maple Leaves—Drawing. 
417 A Water Fall—Drawing. 
418 On the Palisades—Drawing. 
419 Roses—Drawing. 

420 Almhutte—Drawing. 

421 Swiss House—Drawing. 
422 Alpengluhen—Oil. 

423 Italian House (Copy)—Oil. 


. GEORGE HOWARD PIERCE (New York City) 


424 Grand Canal, Venice Harbor—Oil. 
425 After Raffaelli. 
426 November. 
427 After. 
428 The Mill. 
429 Houses and Street—Tuck Postal Card. 
430 The Brook—Drawing. 
431 Houses on the Barren Outskirts—Drawing. 
432 Spreading Tree by the Winding Road—Drawing. 
433 The Lake—Drawing. 
434 Edge of the Forest—Drawing. 
435 Within the Woodland—Drawing. 
436 Road and River—Neighbors—Drawing. 
437 Country Homeside—Drawing. 
438 Roadside and River—Drawing. 
Impressionistice—Drawing. 
The River Bank—Drawing. 
Park Foliage—Drawing. 
The Field—Drawing. 
Rough Country—-Drawing. 
Houses by the River—Drawing. 
Shack by the Sea—Drawing. 
Trees—Riverbank—Drawing. 
Springtime—Colored crayons. 
Sunset—Colored crayons. 
Summer—Colored crayons. 
Creek Through the Meadow—Oil. 
Rocky Suffern Hills—Oil. 
Twilight Mist—Suffern Hills—Colored crayons. 


. PATTERSON (New York City) 


Ramapo Hills, Spring—Water color. 
Ramapo Hills, Summer—Water color. 
Ramapo Hills, Summer—Water color. 
Ramapo Hills, Autumn—wWater color. 
Ramapo Hills, Winter—Water color. 
Ramapo Hills, Winter—Water color. 
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459 Washington, Conn., Winter—Water color. 
460 Washington, Conn., Winter—Water color. 
461 Montana Stillwater Valley—Water color. 
462 Montana Beartooth Mountains—Water color. 
463 Montana Beartooth Mountains—Water color. 


._ F. PETERSON (New York City) 


464 The Old Mill—Water color. 

465 Autumn Storm—Water color. 

466 A Glimpse of Zoroaster—Water color. 
467 Haunt of the Wild Geese—Water color. 
468 The Port of Missing Men—Water color. 


. LOUIS RACHLIN (Brooklyn) 


469 The Gypsy Fortune Tellers (Outdoors)—Oil. 
470 The Gypsy Fortune Tellers (Indoors)—Oil. 
471 In Eestasy—Oil. 


. CARL J. ROLLEFSON (Superior, Wis.) 
472 An Evening Study—Oil. 


. D. J. RUZICKA (New York City) 


473 The Stygian Grove—Photograph. 
474 Pennsylvania Station—Photograph. 
475 Oria on Lake Lugano—Photograph. 
476 A Venetian Byway—Photograph. 
477 Prague in Winter—Photograph. 


. HERMANN SCHLAFF (Philadelphia) 


478 Still Life—Oil. 

479 Still Life—Oil. 

480 Landscape, Oak View, Pa.—Oil. 

481 Landscape, October, Addington, Pa.—Oil. 


. J. E. SWEET (New York City) 


482 11 Pieces of Jewelry, Showing the Art of Casting in Silver and 
Gold. 

483 2 Pieces Showing the Art of Hammering Copper. 

484 2 Pieces Showing the Use of the Lathe in Turning Metals. 

485 3 Photographs Showing the Art of Cobblestone and Concrete 
Work. 


. KENNETH TAYLOR (New York City) 


486 La Plage—Oil. 

487 Cannes—Oil. 

488 Queensboro Bridge—Oil. 
489 Paris—Oil. 

490 Pont Neuf—Oil. 

491 Pont Du Carrousel—Oil. 
492 Willows—Oil. 

493 Still Life—Oil. 

494 Pont Neuf ‘‘2nd’’—Oil. 


WILLIAM 8S. THOMAS. 
495 to 497 3 Boxes—Wood carving. 





296 


DR. FERNAND VISZTREICH (New York City) 


498 Portrait—Drawing. 
499 Still Life—Pastel. 


. MICHAEL J. VASSEL (New York City) 


500 After the Battle—Oil. 
501 Algerian Jewess—Oil. 
502 Turkish Gypsy Girl—Oil. 
504 Sunset—Oil. 

505 The Secret—Oil. 


. KARL VOGEL (New York City) 
506 U.8. Frigate Constitution, Scale Model, % Inch to the Foot. 


. RICHARD G. WIENER 
507 Cherries and a Yellow Crock—Oil. 
508 Apples and Pinks—Oil. 
509 Bananas—Oil. 
510 A Piece of Faience—Oil. 


. MAX WOLF (New York City) 


511 Self Portrait—Oil. 

512 Goats—Oil. 

513 Dr. Mary D. Rose—Etching. 

514 Dr. James S. Ennis—Etching. 

515 Dr. James F. MecDonald—Etching. 
516 Dr. A. Shackle—Etching. 

517 Dr. Wilhelm Ostwald—Etching. 
518 Rev. E. Tivnan, S. J.—Etching. 
519 Rev. M. Tully, S. J.—Etching. 
520 Friedrich Nietzsche—Etching. 

521 Miss M. Butts—Etching. 

522 Miss M. King—Etching. 

523 Mr. E. L.—Etching. 

524 Exhibit of Different Stages of the Process of Etching. 


. LEROY MILTON YALE (Deceased) 


525 Larchmont Manor—August Twilight—Etching. 
(Loaned by Dr. Bryson Delavan) 


. CHEVALIER JACKSON (Philadelphia) 


526 Ohio River Hills—Oil. 

527 Across the River—Oil. 
(From ‘‘the old shoe,’’ home of Chevalier Jackson) 

528 Old Man’s Garden—Oil. 

529 October—Oil. 

530 Harvest—Oil. 

531 Lone Poplar—Oil. 

532 Old Sunrise Mills—Etching. 

533 Corduroy Road—Oil. 

534 The Millwright—Print. 

535 Cobbs Creek—Chalk drawing. 


. EDGAR BURKE (Jersey City, N. J.) 


536 Chinese Ring-Necked Pheasants—Water color. 
537 American Widgeon—Water color. 





538 
539 
540 
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Blue-Winged Teal—Water color. 
Sanderling Flying Over Surf—Water color. 
Blue-Winged Teal in October—Water color. 


. J. A. McCCREEDY 


541 
542 
543 
544 


545 


Mrs. James A. McCreedy—Sculpture. 
Self Portrait—Sculpture. 

St. John—Sculpture. 

The Christ-—Sculpture. 

The Christ—Sculpture. 


FELLOWS ELECTED FEBRUARY 3, 1927 


Benjamin N. Berg, M.D., 370 Fort Washington Ave. 

Oswald H. Boltz, M.D., Manhattan State Hosp., Ward’s Island. 
Samuel Brock, M.D., 943 Lexington Avenue. 

William A. Dwyer, M.D., 99 Park Ave., Paterson, N. J. 

Louis Gross, M.D., 128 Fort Washington Ave. 

Arthur F. Kraetzer, M.D., 39 West 55th Street. 

Luther B. McKenzie, M.D., 114 East 66th Street. 

Lewis Theodore Mann, M.D., 50 West 84th Street. 

Arthur M. Master, M.D., 124 East 61st Street. 

John Miller, M.D., 253 East 48th Street. 

Giuseppe Previtali, M.D., 1103 Park Avenue. 

Will Cook Spain, M.D., 361 Park Avenue. 

William Ridgely Stone, M.D., 118 East 54th Street. 

James M. Sturtevant, M.D., 300 West End Avenue. 

Benedict Patrick Willis, M.D., 23 Park Ave., Rutherford, N.J. 
Asher Winkelstein, M.D., 333 West End Avenue. 


For Associate FELLOWSHIP 


Alice E. Paulsen, A.B., A.M., 15 Merriam Avenue, Bronx- 
ville, N. Y. 
Leuman M. Waugh, D.D.S., 576 Fifth Avenue. 


FELLOWS ELECTED MARCH 3, 1927 


Horace Strow Baldwin, M.D., 33 East 61st Street. 
F. Warner Bishop, M.D., 1148 Fifth Avenue. 

J. Leon Blumenthal, M.D., 348 Central Park West. 
Frank C. Combes, Jr., M.D., 80 West 40th Street. 
Joseph Edward Connery, M.D., 75 East 55th Street. 
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Nelson Warren Cornell, M.D., 173 East 85th Street. 

Howard Reid Craig, M.D., 34 East 75th Street. 

Edward Henry Dennen, M.D., 125 West 76th Street. 

Haynes Harold Fellows, M.D., 16 Park Avenue. 

Arthur Maurice Fishberg, M.D., 1136 Fifth Avenue. 

Paul Brice FitzGerald, M.D., Professional Building, New 
Rochelle. 

Gilbert Edmund Haggart, M.D., 34 East 51st Street. 

Clement J. Halperin, M.D., 641 High Street, Newark, N. J. 

Louis Hausman, M.D., 1175 Park Avenue. 

Frederick B. Humphreys, M.D., 61 Summer St., Forest Hills, 
L. I. 

William Thomas Kennedy, M.D., 163 East 61st Street. 

Walter C. Klotz, M.D., 21 East 10th Street. 

Martin J. Loeb, M.D., 1475 Grand Concourse. 

William Henry Lohman, M.D., 472 Washington Avenue, 
Brooklyn. 

George Craig Ludlow, M.D., 13 East 65th Street. 

William Russell MacAusland, M.D., 240 Newbury Street, 
Boston, Mass. 

Maurice Rashbaum, M.D., 143 West 73rd Street. 

Julian Leo Rogatz, M.D., 112 East 74th Street. 

George Louis Rohdenberg, M.D., 905 West End Avenue. 

William Logie Russell, M.D., White Plains, N. Y. 

Albert Vander Veer, Jr., M.D., 158 East 74th Street. 

John Ross Whisenant, M.D., 30 East 40th Street. 

W. Laurence Whittemore, M.D., 21 East 66th Street. 

Ira Wilens, M.D., 1274 Fifth Avenue. 


For AssociaTE FELLOWSHIP 
Sigmund W. A. Franken, D.D.S., 36 East 40th Street. 


Leo Green, D.D.S., 44 East 75th Street. 
Bernhard Wolf Weinberger, D.D.S., 40 East 41st Street. 
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DEATHS OF FELLOWS 


Emanuel Charles Fleischner, M.D., 384 Post Street, San Fran- 
cisco, California; graduated in medicine from Yale Medical 
School in 1904; elected a Fellow of the Academy May 20, 1920; 
died October 11, 1926. , 


Clarence Arthur McWilliams, M.D., B.A., M.A., 19 East 65th 
Street, New York City; graduated in medicine from the College 
of Physicians and Surgeons, New York City, in 1895; elected a 
Fellow of the Academy May 2, 1901; died January 20, 1927. 
Dr. MeWilliams was a Fellow of the American Medical Associa- 
tion and of the American College of Surgeons; a member of the 
American Surgical Society, the International Surgical Society, 
the Surgical Society, the Gastro-Enterological Society, and also 
a member of the Society of Alumni of Presbyterian Hospital and 
of the Society of Alumni of Sloane Hospital for Women. 

In the death of Dr. MeWilliams The New York Academy of 
Medicine loses a loyal member and a sterling character. 

For thirty years an attending surgeon at various New York 
hospitals, he also served in the Medical Corps of the U. S. Army 
in the Spanish-American War. During the Great War he early 
volunteered with the French and was in charge of one of their 
hospitals at Passy. When the United States joined the Allies, Dr. 
McWilliams was transferred to the service of his country. He 
served in many of the hospitals behind the lines and was in- 
valided home, due to over-work and exposure. 

Always an indefatigable worker, he wrote on various sur- 
gical subjects, his contributions being numerous and important. 
He was a member of local, national and international surgical 
societies, and gave himself up wholeheartedly to his work and 
his hospital patients. 

His memory will be held in grateful remembrance by a host 
of friends and to those who knew him intimately his loss will be 
irreparable. 
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Henry Richard Humphries, M.D., Humphries Hospital, 
Mamaroneck, New York; graduated in medicine from the Col- 
lege of Physicians and Surgeons, New York City, in 1896; 
elected a Fellow of the Academy March 2, 1911; died March 1, 
1927. Dr. Humphries was a member of the American Psychi- 
atric Society and a member of the New York Neurological So- 
ciety. 
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